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Fhe Organisatiornn for Econorriic Co-operation and Development was set up wunder
a Converntion signed in Paris on 14th December 1960 by the Member countries of the
Organisation for FEuropear Economic Co-operation and by Canada and the Onited
Srates. This Conventiort provides that the OECD shall prorote policies designed:

—— to achieve the highest sustainable economic growth and employrment and a .
rising standard of living in Member countries, while maintaining financial®

stability, and thus to contribute to rthe world economy;
to corntribute ro- -sowund econornic expansion irn Member as well as non-mermber
countries in the process of econormic developrnent;
to contribute to rthe expansion of world trade on a rmultilareral, non-discrimi-
natory basis in accordance with international obligations.

The legal personality possessed &y the Organisation for Ewuropean Fconornic
Co-operation continues in the OECD which carte into being on 30rh September 1961.

The members of OECD are .Austria, Belgiurm, Canada, Denmark, Finland, France,

the Federal Republic of Germany, Greece, Iceland, Ireland, Italy, Japan, Luxembourg,

the INetherlands, Norway, Portugal, Spain, Sweden, Switzerland, Turkey, the United
Kingdom and the United Strates.

The Developrnent Centre of the Organisation for Economic Co-operation and
Development was established by decision of the OECD Council on 23rd October 1962.

The purpose of the Centre is to bring together the knowledge and experience
available in Member courntries of both econormic developrment and the formulation and
execution of general policies of econoric aid; to adapt such knowledge and experience
1o the actual needs of countries or regions in the process of developrment and to pur
the results at the disposal of the countries by appropriate rmeans.

The Centre has a special and autonormous position within the OECD which
enables it to enjoy scientific independence in the execution of its task. Nevertheless

the Centre can draw wpornt the experience and knowledge available in the OECD in
the development field.

The opinions expressed and arguments employed

.in this publication are the responsibility of

the authors and do not necessarily represent
those of OECD.

ERIC

Aruitoxt provided by Eic:




PREFACE

In 1970 the Population Programme at the OECD Development Centre
decided to examine in greater detail the regional aspects of population prob-
lems. The following paper byDr. Pierre Pradervand was one of the principal
background documentis prepared for the first of these meetings, on "Family
Planning in Africa: Programmes and Constraints'', held in April 1970 in
Paris, To enmsure the widest circulation of this paper it was decided to publish

it separately in the Centre's two working languages, French and English (1).

The Population Programme
The Development Centre,
94, rue Chardon Lagache
Paris, 16.

A brizf summary of the proceedings of the meeting will be found as an appen-
dix to this booklet.

(1) A full report giving the discussions and papers presented to the meeting
is available in mmimeograph form (only in English form for the present).
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OBSTACLES TO AND FOSSIBILITIES OF FAMILY PLANNING
IN FRANCCPHONE COUNTRIES OF
WEST AFRICA AND THE REPUELIC OF CONGO

by
Pierre Pradervand

Center for Population Planning
University of Michigan
Ann Arbor

SUMMARY

This paper refers mainly to francophone countries of tropical Africa.
Most of these countries have the highest birth rates in the world, which are
the result of very high mortality and a scciceconomic structure favoring
high fertility. Mortaliiy is still so high in most areas that women are obliged
to have as many children as they can bear if they want to be sure that at least
a few will survive to adulthood. It is thus very difficult to conceive of intro-
ducing family planning on a large scale with such high death rates, and the
reduction of 1c.ortality thus seems a condition of the introduction of contra-
ception. Other obstacles to the adoption of family planning are very low levels

of literacy, infrastructure and female participation in non-agricultural jobs,

an inadequate (and occasionally almost non-existent) health infrastructure,
and an acute lack of health personnel.

Apart from these already serious obstacles of a soioceconomic and
cultural nature, one must add considerable governmental opposition to the
idea of population conitrol, (as distinct from family planning conceived simply
as a part of maternal and child health services and as a means of reducing
infant mortality).

INevertheless, despite these limitations, there exist very real sossibil-
ities of assistance, if investment in material and child health programimes

are seen as a preparation for family planning -- which they are.

O
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INTRODUCTION

The countries studied in this paper are the francophone countries of
W. Africa and the Republic of Congo, although comparative references will
be made to North Africa, {mainly Morocco, Algeria and Tunisia). Most of
our observations are first hand, gathered both from field work and extensive
interviews with top level civil-servants, demographers, planners, healih
personnel at all levels, staff of family planning organisations and clinics,

ete. .. of a dozen African countries_

We will make a clear distinction between family planning and population

control: by family planning, we understand in this paper the provision of

family planning services, mainly'but by no means exclusively through the
channel of maternal and child health care (MCH) and/or family planning (FP)
clinics; it is our opinion that family planning alone will never constitute an
adequate population policy, and that it ‘can only be one of the elements of
such a policy. By population control, we are thinking of all the methods that

go ""beyond family planning'' -- to quote a now classical study in this field — -
in view of controlling the rate of population growth. If this control is desirable
in Africa or not is an issue only Africans can decide, and on which we have
heard diametrically opposed opinions from the ministerial level downwards.
Nearly all the people we have talked with strongly favour family planning as
an integral part of maternal and child health, bui many -- including two
presidential advisers -~- strongly oppose population control. This has to be

taken into account in any assessment of foreign assistance in this field.

F'inally, we would like to recall the often stated fact that the development
process is as a whole. Enthusiastic lip-service is given to this idea in devel-
opment literature, but the consequencés of this fact are frequently ignored.

In no field is this more evident than in the field of family planning. Yet, the

8
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acknowledged failure of the "isolated" approach in past years in parts of Asia

should cautioi: one against repeating the same mistakes in Africa. FPeople do
not live their lives in the isolated cubicles in which scientists divide them --
economic sphere, family life, education of children, health and sickiness,
etc. . . In the same way, an individual in a developing country will has>dly be
able to '"pilan'' his family when the rest of his life is unplanned, chaotic, when

one day he is employed, the other not. A mother cannot plan to have just three

children if mortality is so high that it forces her to have as many children as

she can with the hope that one single male might survive to adulthood,

The author of this paper, after years of research in i&fr,ica, is convinced
that 2nly such an integrated approach to family planning offers reasonable
chance=s of success, and hopes the following pages will be considered to offer
some arguments substantiating this thesis.
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I. TROPICAIL AFRICA: AN AREA OF HIGH FERTILITY
AND PRONATALIST ATTITUDES

Strangely enough, for manyryears ~-- no doubt due to our very insufficient:
and spotty knowledg‘é of real trends -- tropical African fertility was fre-
quently characterized as moderate, or at least not extrerhe. Two recent and
excellent studies, summarizing a great deal of recent research, have forced
us to change our views on the subject (1). Demographers have now arrived
at reliable estimates enabling them to conclude that the birth rate for all of
the populations of tropical Africa combined is 49 per 1000. This is far higher
than any other area of the world. In Central America, it is approximately

39 per 1000, in Asia, 38, in N. America and Europe 18 per thousand.

There are of course regions of low and even very low fertility in Africa,
but it does seem that these -are not so Iﬂuch the fruit of low fertility ambitions
as of social disorganisation and the conéequent ‘high prevalence of venereal
diseases. Nevertheless, such areas of low fertility have a small impact on
the normative fertiiity of tfopical, Africa as a whole, . being cdnfir_ied :a.s they

are to numerically linimportant subgroups.

Thus, if one glances at the World Population Data Sheet, (see Table I)
one notices immediately that the highest birth rates -- 50 per 1000 or above —-
are mostly concentrated in Africa. Of 38 countries listed in Africa, 16 have
birth rates of 50 and over; in Asia, only 5 out of 27 countries listed share
this dangerous privilege, compared to none in Central America. (See Tablés

II to V.)

(1) W. BRASS, A.J. COALRE et al., The Demography of Tropical Africa,
Princeton, 1968,
J.C. CALDWELIL and C. OKONJO, eds., The Population of Tropical

Africa, New York, 1968.
10
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The average total fertility -- i. e. the average number of live births per
woman -- is around 6. 5 per woman in tropical Africa,considerably in excess
to any other region of the world (see Table VI). In Algeria, a woman married
from 15-45 without interruption of her fecund life will bear an average of 10
living children -- and this excludes abortions, stillbirths, etc.. . (1) (see
Table VII).

This high fertility seems to have its roots mainly in the socio-economic
organisation and a still prevailing high mortality rate. Caldwell rightly notes
that ""T'he large family system, and hence high fertility, is buttressed by
three main causes : children are either economically valuable or at least
share the work burden (2); they provide assistance much needed in societies
without governmental social services during old age, and to a lesser extent,

during sickness; and they add k¥ their numbers to parental prestige' (3).

This high fertility expresses itself by strongly pronatalist attitudes in
the African population in general., True, there are a few small pockets of
change in some minor subgroups south of the Sahara, but these cannot be
said to be as yet indicative of any major reversal in African fertility trends
of tropical Africa. On the conirary, it is not impossible that birth rates in

some urban areas may even be increasing slightly.

These pronatalist attitudes come out quite clearly in the above-mentioned
comparative study of the African attitude surveys recently made by Caldwell.

Questions on ideal family size give extremmely high figures, going up to 7.5

(1) République Algérienne Démocratique et Populaire, Sous-Direction des
Statistiques, Service Etat Civii, Etat Civil: Naissances 1966 et 1965,
ed. provisoire, Aot 1968, p. 17.

(2) In Dahomey, through which w2 passed recently, we were told by Peace
Corps volunteers working in the Moslem and traditional Northern area
that in some villages parents had been opposed to the creation of schools
because they would have taken the children out of the fields -- a behavior
we have not heard of in any other region of the world.

(3) P.C. CALDWELL, "The Control of Family Size in Africa’’ Demography
5 (1) 1968, p. 600.
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in rural Ghana, as compared to 3. 5-5. 0 in most other developi ng countries(1).
Even in urban Kenya, the figure is 6. 2 among males. The ideal family size

is thus usually comparable to or higher than the actual family size, which is
generally a little over 6. 0. In other words, people express the desire to
have more children than they really have. Caldwell gives a table listing the
proportion of people wanting 4, 5 or more children; the figures are quite
staggering. Of 15 surveys listed, the lowest percentage of women wanting 5
or more children is 89, and in 8 cases it is between 98 and 100. In the most
"malthusian'!' group, 56% want 5 or more children. The A‘I:;é.x:véexitage wanting
no more children nowhere attains 1/3 of the women interviewed, whereas

in other developing areas it is currently over 1/2 and occasionally represents
4/5 of the women concerned. In North Africa, surveys have shown that atti-
tudes are more similar to results found in other developing countries. It may
thus be useful to compare briefly the islamic and sub -Saharan cultures, in

view of understanding the difference in attitudes toward contraception on both

sides of the Sahara.

Moslem culture has been described as conducive to the highest fertility
rates in the world (2). Having done a fair amount of research on this topic in
North Africa, we are not sure that this can be unequivocably affirmed and
we personally believe that a certain unique mixture of conditions present
only in tropical Africa have as yet posed a still more decided and formidable

barrier to the diffusion of contraception than Islam. I.et us take a few

examples:

a) In Islamic countries (as well as in most rural areas of traditional
countries) there is a strong, marked preference for male progeny.

This means that as soon as a woman has had her quota of males, she

(1) Respondants are usually asked how many children they consider ideal for
someone living in their condition, or for an average woman, etc... The
figures for countries of tropical Africa are way above the figures for all
other regions of the regions of the world, (cf: W. P. Mauldin, "Fertility

Studies - Knowledge, Attitude, Practise' Studies in Family Plamming, 7,
June 1965). ‘

(2) D. KIRK, "Factors Affecting Moslem Natality'', in B. BERELSON et al:,
Family Planning and Population Programs, Chicago, 1967, p. 501-579.

Q lé
ERIC

Aruitoxt provided by Eic:



will tend to stop conceiving as opposed to a woman who has no marked
preference. However, it seems that in many, if not in most African

tribes, girls are as welcome as men (1).

b)Islamid cultures have a quasi abhorrence for illegitimate children.
The illegitimate child has no legal standing in Islam. In numerous
African groups on the other hand, the very notion of an '‘illegitimate"
child is ambiguous, and the fruit of such an '"'illegitimate' union will

be joyfully adopted by the father of the girl (2).

c) Infanticide for economic reasons is quasi inexistent in tropical Africa,

which does not seem to be the case in Moslem couniries (3).

d) Sterility is already a tragedy for a Moslem woman; in certain African

tribes, it makes the woman a quasi outcast (4).

e) The traditional African woman is seen first as a poténtial mother,
before being considered an object of sexual attraction. This does not
g0 to say physical beauty is unimportant, but it seems to come after
the capacity to reproduce. Among the Ewande and other tribes, women
do all they can to make their breasts hang down (this supposedly
enables the milk to flow better and is called ‘''casser la boule') going
as far as to beat théir breasts with a stick. In Islam, such a behavior
would be unheard of and the abundance of erotic poetry in Moslem
Arab culture for instance underlines the sexual aspect of woman's

nature rather than the purely reproductive aspeci., As a matter of

(1)

(2)
(3)

(4)

Q
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N.W. WILLIAMSON, Son preference around the world, (Unpublished
paper, Library, Harvard Center for Population Studies, Harvard Uni-
versity, Boston, Mass. ) which is a good summary of the topic.

As among the EZwonde of the Yaounde region in Cameroon.

According to the Algerian Ministery of Health, there were close to 1000
recorded infanticides in 1988 of which a considerable number are esti-
mated to have been ecocnomically motivated. One can of course debate
the significance of this factor, but their very existence shows that Islam
was not a sufficiently strong barrier to prevent such events.

Among at least one - Upper Voltan tribe, a sterile woman, at her death,

is buried unceremocniously in a special graveyard surrounded with thorns,
after her thighs have been pierced. {(Information communicated by Madame
Izard of the Centre Voltaique de la Recherche Scientifique, Ouagadougau).
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fact, the preservation of beauty vas one of the first reasons advanced

to justify contraception in Islamic culture (1).

f) Contraception for '"malthusian'' reasons is legalized in Islam (2)
whereas it does not seem that this was ever a culturally approved

behavior in any known African tribe.

g) Islam has always strongly insisted on premarital chastity among wom-
en, whereas in many tropical African groups there is great permis-
siveness toward pre-marital sex. As a matter of fact, during our
trips many doctors expressed great concern over this, as a growing

number of illegal abortions were occurring among high school girls.

But these att1tudes have deep roots in the social structure and h1gh

mortality, as already mentloned It would be a waste of efforts to try and

ohange attitudes without try1£ to change first the social conditions which

produced these attitudes, as the fallure of mass communication campa1gns

in the field of family planning in other countr1es has proved. The rather

ludicrous idea -- expressed by some experts in the field of mass communi-

cations -- that one can '‘sell'" family planning with good pub11c1ty techniques,

(just as one sells a deodorant) is totally alien to soc1a1 reality and to the

Africans themselves (3).

(1)

(2)
(3)

Cf. AKHTER HAMEED KHAN, Islamic Opinions on Contraception,
Dacca, 1963.

KHAN, Ibid.

This idea was recently expressed by a communications expert to a

group of thirty Africans from francophone Africa attending a course

on family planning in developing countries. The expert -- who had
worked on the Indian family planning program -- used exactly these
terms. The unanimous reaction of the'A.frican group was one of deep
indignation that one should try and "manipulate' people in this manner
and almost anger that one should present such crude, simplistic methods
to them. :
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II. HIGH MORTALITY AS THE MAIN OBSTACLE
TO FAMILY PLANNING

The main reason that any attempt to make populations who are not ready
for it adopt family planning is doomed to fail is the unique context of high
infant mortality patterns in tropical Africa. In many rural areas, a newborn
child still only has slightly more than one che_nce’put of two of attaining the
age of five. For many regions, data are lacking, but the following figures
from a recent study of African demography give an idea of the still very high
levels of infant mortality.

Infant deaths per thousand live births, selected countries of tropical Africa.

Dahomey 1261 0, 221
Guinea 1954-55 0, 246
Ivory C. 1957-58 0, 195
1st, agric. sector

Mali, Mopti . 1956-58 0, 344

Infant deaths per thousand live births, selected countries of tropical Africa.

Niger 1960 0, 211
Senegal 1957 0, 223
Sen. Valley

Upper Volta 1960-61 0, 270
Mossi 0, 296
Central Afr. Republic 1940-50 0,212
Congo K. 1955-57 0, 163
Cameroon - 1960 0, 232

Source : A.J. Coale, Estimates of fertility and mortality in tropical Africa

in Caldwell & Okonjo, eds., The Population of Tropical Africa,
p. 182-183.
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We will not examine here the reasons of this exceptionally high mortality

-~ but high mortality is certainly the main reason behind the exceptionally high
fertility orientation of African culture.

"The greatest influence in creating pro-high-fertility cultures and reli-
gions of tropical Africa has undoubtedly peen high mortality levels,
especially among infants and small children. These cultures were
formed and entrenched at 2 time when possibly no more than half of all
children survived to 5 years of age, no more than four-tenths of females

reached reproductive age, and little more than a guarter survived to the
end of the reproductive peried' (1).

g L Caak e L

Despite the muc:.. heralded progresses of public health in many parts of
this vast continent, mortality in Africa stays high (2) and Etienne van de

Walle, one of the most knowledgeable demographers in this field, has aptly
summed up the situation:

H

"Our general impression of the course or mortality during the 1960's
is one of impressive advances in certain countries, compensated by
relapse into higher or even catastrophic mortality in other areas, and
resulting finally in only slow general progress.

Mortality in tropical Africa remains higher than in any other big
world region, and the high morbidity contributes to the poor economic
performance. The fight against the great endemic diseases has been
waged for a long time, but nowhere decisively won, even in small

geographically isolated Zanzibar where a vigorous malaria eradication
campaign is only partly successful'' (3).

With such high levels of mortality, might it not be inconsiderate to offer

family plarning services? The question is not entirely rhetorical,

Caldwell
himself has stated that "mortality levels are still so high in tropical Africa

that persons considering providing family planning have to give serious

thought to the possibility that they are imperilling the chance of the small

(1) J.C. CALDWELL, "Some factors affecting fertility in Ghana'', Popula-

tion Council, no date (mimeo) p. 5.

(2) On the World Population Data Sheet for 1969 of the Population Reference

Bureau, only two countries outside Africa, (Nepal and Burma) are men-
tioned as having death rates above 20 per thousand. If one adds a few
places for which one has no data but where one can assume mortality
levels are still pretty high, (Bhutan, ¥Yemen, etc), this gives a maximum
of half a dozen outside Africa with mortality rates above 20 per thousand.
In Africa, of the 39 countries listed, (including Mauritius, which is
neither ethnically nor culturally basically African), 30 countries have
death rates of over 20 per thousand. (See Table I).
E. VAN DE WALLE, '""The population of tropical Africa in the 1980's"',
Adlai Stevenson Institute of International Affairs, University of Chicago,
Symposium: Africa in the 1980's April 14-18, 1969, University of Chicago.

(3)
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family surviving at all" (1). Recent studies done by demographers hzve sho: v
fairly conclusively that under conditions of high mortality, there are a0t ver:-:
iood chances of a couple being sure that they will have at least one suwrviving
son when they attain old age, (and, in traditional agricultural societias, @

son is the equivalent to social security or an old age pension in indusdrial
countries) (2). In India, to be certain of the survival of one single son when

the father attains 65, a couple would need to have five children at least(3).

In many parts of West Africa, the corresponding figure is morethan seven. Cne

is never going to convince women to adopt contraception on a large scale as

long as mortality levels are so high. The rare countries where family plann ng

programmes seem to have a slight effect on fertility all have among the lowest

death rates in the world, There is no example of a successful large-scale

family planning programime in any country with death rates above 12 per

thousand. In the majority of countries of W. Africa, death rates are well

over 200% higher, sometimes almost 300% than this figure. It should thus

not surprise the reader that we conclude that high mortality is undoubtedly
the single most important obstacle to the adoption of contraception on a

large scale in Africa today.

(1) J.C. CALDWELL, "Population growth in tropical Africa' (mimeo),
no date, -p. 4.

(2) Ci, D, HEER, '"Economic Development and Fertility'' Demography
3 (2) 1966, p. 423-444; D. Heer and D, O. Smith, "Mortality level,
desired family size and population increase' Demography 5 (1)
and population increase - further variations on a basic model"
Demography, 6 (2), 1969, p. 141-149.

(3) In the well-known U, N, Mysore study, women 45-54 had an average
of 5. 5 live births; they expressed the desire to have 3. 5-4 children
(average) and they had an average of 3,8 children still alive. These
women were having the right number of children in relation to their
social conditions and the prevailing mortality levels,

A

14

18 .



III. STRUCTURAL OBSTACLES TO THE ADOPTION
OF FAMILY PLANNING

In a paper studying the necessary conditions of a decline in fertility,
R. Freedman -- maybe the most knowledgeable demographer in the field
of fertility alive today -- outlined six factors which he considered as crucial:

birth rates could only start declining he declared, where:
a) Significant social development has already occured
b) Mortality has been relatively low for some time

c) There is evidence that many people, wanting moderate-size famailies,

are beginning to try to limit family size
d) Where there are large-scale effective organised efforts to disseminate

family planning ideas and information,

J e) Where there are effective social networks transcending local commu-
- nities through which family planning ideas and services and other

modernizing influences can be disseminated

f) Where such new contraceptives as the IUD or pills are effectively
available (1).

Not a single one of these conditions is present in the francophone coun-
tries of W. Africa, (although they are starting to appear in North Africa).
As will become evident from a perusal of Table X, there is a clear correla-

tion between certain basic socio-economic indicators and the adoption of

(1) R. FREEDMAN, "'The transition low high to low fertility: challenge to
demographers'", Population Index, 31 (4) Oct. 1965, 'p. 417-35
(Underscoring ours)
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contraception: the regions with relatively good family planning programmes,
(Taiwan, S. Korea, Singapore, Malaysia, Hong Kong) are considerably more
developed {(and especially on crucial indicators such as literacy or urban-
isation) than the second group (India, Pakistan, Algeria, Morocco, Tunisia;
Turkey being somewhat between the two groups), where family planning
programmes are still very shaky -- despite a lot of publicity to the coritrary,
But this second group is still way ahead of the third group composed of coun-
tries from tropical Africa, with very low levels of literacy, (frequently
below 20 or even 10 per cent), little urbanization (often 90% or more of the
population living in rural areas) practically no means of communication,
persistant endemic and epidemic diseases, a totally inadequate health infra-
structure, Upper Volta is a good illustration of these difficulties: two fifths
of the country does not have a single doctor; the few doctors that are in the
country are either grouped in the towns, or occupied half time on admin-

istrative jobs, (e.g. material organization of health campaigns like vaccina-

e e O TP e

tion against smallpox); one midwife has to ''cover'' 164, 000 people -~ an
evidently impossible task. In other words, the majority of the inhabitants of
the country, apart from an occasional vaccination, do not know what modern
health care is; half their children die by the age of five; they live on a subsis-
tance level diet, their children seriously menaced or weakened by kwashiorkor
| during the first years of their lives, with one of the very lowest per capita
incomes in the world; the government is in a precarious situation financially,
and 90% of the investment budget is contributed by foreign aid, which means
that no long term planning is possible. In such a situation, family planning
would not only be an impossible project, (women are still \;ery Yhigh fertility

oriented'', and abortion seems as yet almost non-existant even in the capital),

it would be a kad and unwise allocation of meagre resources, In a country
still riddled by measles, trepanomiosis, onchocerosis, kwashiokor, tuber-
culosis, (small pox has almost been eradicateda, malaria... to mention
but the main killers, the main economic investment and the best long-term
investment in family planning, (which will probably be introduced someday

in Upper Volta, when the country has attained an adequate level of development)

is the fight against disease and undernourishment, (both go together}. Thus
it is only seemingly paradoxical to say that to control poﬂulation growth,. one
has to first of all enable women of traditional cultures to have the many
children they need to realize they have too many ! David Heer states this
apparent paradox in similar terms in one of his studies: -

~139,
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""Common sense has assumed that the cause of the current
population explosion has been the reduction of deaths in
the developing countries. This argument has merit.
Nevertheless, the paradoxical inference of the present
study is that progress in curbing the population e¢xplosion
may be brought about through a further reduction in
mortality. Obwviously, therefore, the possible influence
of mortality upon fertility merits more attention than it
has received by scholars to date' (1).

In most areas of tropical West Africa, the main preoccupation of
woman is with subfecundity, not contraception, (although there may well
be a sizeable fraction of women who might be interested in spacing their
births). The possible ''clientele' for family planning clinics separated from
the context of maternal and child health is still probably very small, restric-
ted no doubt to a minority of the upper class urban elite and to the classical

grand multipara one finds in all countries.

Policy choices in the field of population control in tropical Africa are
thus extremely limited, if they even exist, as E. van de Walle has clearly

pointed out:

"It follows that African nations have no real policy choice
at least in the short run, on the subject of population
growth. They have to work toward improving health and
those socio-economic conditions that are related to health
and expectation of life, {(within the constraints of their
budget: they have, of course, little business with expensive
surgery and elaborate equipment). They have to accept
population growth as an inevitable consequence of progress.
The important proviso is that they must be cominitted to a
balancing effort toward reducing fertility as soon as possible' (2).

These somewhat chastizing conclusions are acknowledged by a growing
number of specijialists who have some knowledge of African conditions. One
has to admit that a unigue set of cultural, demographic and socio-economic
conditions forces one to put aside any preconceived notions as to how family

planning will "happen'' in Africa and thai what works fairly well in Taiwan,

(1) D. HEER, "'Births necessary to assure desired survivorship of sons
under differing mortality conditions' Meeting of the Population
Association of America 1966, (mimeo) . - : '

(2) E. v. de WALLE, op. cit. p. 21 {(underscoring ours).
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not very well in India and poorly in Morocco will not necessarily work at all
in Dahomey or the Congo, (although it might -~ we just don't know yet).

These conclusions are not necessarily valid for the Maghreb where two
countries (Morocco and Tunisia) have official family planning programmes.
A higher level of development and lower mortality, have at least initiated .
widespread changes in the attitudes of couples toward contraception, which
should make national family planning programmes based on maternal and
child health centres a worthwhile investment in economic, medical and

human terms.

IV. GOVERNMENT ATTITUDES TOWARD FAMILY PLANNING
AND POPULATION CONTROL

Before examining what could nevertheless be done in the field of family
Planning in tropical Africa -- because if we think population control to be
presently a rather hopeless objective, we consider that family planning has
limited but very real possibilities, Iet us examine briefly governmental

attitudes in this field.

It is important to make a distinction between the French-speaking and
" English-speaking countrizes in this respect, at least south of the Sahara,
(although not exclusively). A few English speaking countries in .this area
have fairly widespread family planning activities, and two (Ghana, Kenya)
have official antinatalist policies (1) and a family planning programme. In
these countries there is considerable receptivity to the malthusian orientation
i of many Western, {(or, on occasion, Eastern) (2) councillors and missions.
This is certainly not the case in French-speaking countries, (although

Senegal might alter its position in this respect in the coming year). Two

(1) For Ghana, the antinatalist policy is stated in an official document of the
precedent regime. At Christmas the new government had not yet taken
a stand on this policy (''Population Planning for National Progress and
Prosperity', Accra, March 1969) .

(2) Cf. L.,L. SADOWSKI, who suggests a maxium growth rate of the popula-
tion of 1 per cent: Population Growth and the Strategy of Economic

Development, Tnaugural Lecture, University Ghana, L.egon, Jan., 22,
1969, p. 17.
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presidential advisers we discussed this with in francophone countries expressed
the opinion that their country needed a larger population, or might do so soon,
despite high rates 6f population growth. The idea that Africa, or at least large
parts of it, is underpopulated is still widely prevalent in official circles. In
countries like the Republic of Congo, (1% of the agricultural surface is under
cultivation, huge deposits of various metals insure a steady source of foreign
exchange, and the country has one of the world's largest hydroelectric poten-
tials, as yet almost untapped) or like the Ivory Coast, (one of the fastest
economic growth rates of Africa, and needing immigrant labour from neighbor-
ing countries), not to mention Gabon, (highest per capita income of French-
speaking countries of tropical Africa, and probably underpopulated, however
ambiguous the word, due to the lowest population growth rate of all the
developing world, 0.9 per cent), in these countries, one can easily under-
stand that politicians and economists think in these terms. What is more,
many members of the elite in these countries are openly suspicious (and not
entirely without reason) of the sudden Westei-n eagerness to help them
"control' their populations when there is often so little enthusiasm to help

on other, much more urgent projects, or when deteriorating terms of trade
often make it impossible to balance the budgets. This suspicion often has
roots in great clumsiness of certainrepresentatives of governmental and

private representatives of Western organisations active in this field (1).

This desire to do without population control came out clearly in a

declaration by president Boumedienne who said:

(1) As a result of the lack of tact of certain doctors in Gabon, the government
passed a new, anticontraceptive law which:
a) Prohibits the importation of contraceptives
b) Institutes severe fines and prison penalties for people contravening
. - the law S s
c) Institutes special inspectors whose responsibility it is to enforce
this law.
Although we are not aware that this was the result of foreign activity, it
points to what could happen as the result of excessive pressures from
outside. We know personally of a recent case when a President turned
down the idea of starting a family planning clinic in the capital of his
country because he was afraid he would then be ''pushed’ into population
conirol. ’
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"Our aim, in a relatively near future, will be, in the coming
twenty years, to assure that the masses of our people ~-- which
will attain the figure of about twenty five million in 20 years --
will enjoy one of the higher levels of living of the modern peoples
of the world of to-morrow.

1 take this occasion to say -- concerning what is called the
“galoping population increase' -- that we are not in favor of
false solutions such as birth control. We consider that this is
simply a way of suppressing difficulties instead of searching for
positive solutions. On the contrary, we are in favour of positive
and efficient solutions such as the creation of jobs for adults, of
schools for children and of better social amenities for all' (1).

An Algerian document on Family Planning explained the rationale behind

this position, stating that:

"There is no '"demographic'’ solution to problems that are first of all
economic: the solution to the problem of underdevelopment is first
and foremost an economic solution: the problem of unemployment
is solved first of all by creating jobs, not by preventing potential
workless people from being born; the problem of illiteracy will be
solved first of all by building schools and by a radical reform of
an educational system inherited from the colonial occupation rather
than in preventing children from being born; the problem of health
infrastructure and personnel will find its resolution first of all in a
more balanced expenditui-e of health funds and in the creation of 2-3
medical technicians in lieu of one doctor, rather than in a malthusian
policy which is a way of escaping radical structural reforms,..

There is no rapid solution to the problem of underdevelopment:

- whatever measures are taken, there can be no solution before at least

one generation, The introduction of a population policy - be it in the
form of family planning or otherwise - will not enable us to evade
this issue,,. '

Birth control cannot be a way of evading structural reforms: This
is by far the most important issue. For today, in many parts of the
third world, we see nations iurning anxiously toward Family Planning
without having introduced the more radical reforms without which they
will stay permanently in a state of underdevelopment.

India is a typical case: this country, which suffers permanently
from undernourishment, has not yet managed to bring about the

agrarian reform which would enable it to attack the root of the problem,

for the reason that its parliament is dominated by wealthy landowners
who evidently prefer upholding Family Planning (2).

(1) El1 Moudjahid, Algiers, June 20, 1969, at the opening of the Annaba
Steel Works in E, Algeria, President Boumedienne is not opposed to
family planning per se, as is attested by the fact that 3 E. P. clinics
are currently operating in Algeria, but the aim is to keep it on the level
of maternal and child health.

(2) République Algérienne Démocratique et Populaire, Ministére d'Etat
chargé des Finances et du Plan, Direction Générale du Plan et des

Etudes Economiques, Comimission Nationale pour 1'Elaboration d'une
Politique de la Natalité, Rapport de la Commission, Introduction, Alger,

Janv. 1969,
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Even though the last paragraph represents a somewhat simplified view
of the Asian dilemma, such opinions, we think, will become more and more
current in coming years if rather radical revisions of Western policy in the

field of population control abroad do not ‘intervene rapidly.

Nevertheless, as mentioned earlier, these strong reactions toward
foreign aid refer only to population control, to the idea that these countries
have to limit their population. When one speaks of family planning as an
aspect of maternal and child health people are much more receptive, and
even in countries like Mali, with very low population densities, (3 per square
kilometer) the interest is genuine and sometimes enthusiastic -- one of the
reasons being that the spacing of births could no doubt be an important
element in the fight against the very high infant mortality rates still prevalent

in that region.

V. CAN SOMETHING BE DONE NOW IN THE FIELD
OF FAMILY PLANNING ?

Despite widespread opposition to the idea of birth control, there sezms
to be in most areas of African great interest among numerous women for
the spacing of births, In the traditional, rural, pre-independence society,
there existed a natural spacing of births, due partly to the pblygamous
structure of traditional African society and partly to various customs like
the separation of spouses after childbirth (1). Under the impact of modern-
ization, polygamy is on the decrease, (in towns like Kinshasa it has practi-
cally disappeared) and traditional cu‘stoms are shattered, and the unanimous

impression of numerous doctors we have interviewed is that this "'natural"

(1) P. PRADERVAND, "Some relations of parity, spacing and family size
on maternal and child health, with special reference to tropical Africa"
Center for Population Planning, University of Michigan, Dec. 1969,

p. 39-59, (available on demand from the author). This paper studies
in considerable detail the relationship of family planning to maternal
and child health, ‘
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spacing is breaking down and birth intervals decreasing, thus increasing

the tempo of childbirth (1).

Many Western observers tend to believe that the concept of "spacing"
births is a "modern'' concept understood only by '"Westernized' women; yet
studies undertaken in Algeria prove conclusively how erroneous such a
position is, (2) and discussions with individuals working in rural areas of
Togo have confirmed to us that such an interest in spacing exists also among
rural women of tropical Africa, Furthermore, in large towns, there is
among at least a minority of women a growing interest not only for the
spacing of births, but possibly also for the limitation, as evidenced not
only by attitude surveys, (3)butalso by a growing number of induced abortions

in most towns of some importance.

It thus seems that family planning introduced as an integral part of mater -

nal and child health would have some chances of success if introduced cau-

tiously and little by little. As a matter of fact, we think it necessary to state
very clearly that we consider this the 9111__2_ approach to family planning on a
relatively large scale in this area (4) and certainly so in the French-speaking
countries, although some countries like Chad, the Central African Republic,
Upper Volta might not even be ready for this. The necessity of such an
approach was recently recognized by a Population Council Mission to Dahomey,

which stated:

(1) Some evidence of this can be found in D.I. Pool, '"The rural-urban fer-
tility differential in Ghana', Paper presented to the Conference of the
International Union for the Scientific Study of Population, Sept. 3-11,
1969, London.

(2) La régulation des naissances en Algérie - opinions et attitudes des
couples algériens, A ARDE S, Algiers, Summer 1968.

(3) Cf. D.1. POOL, ""Social change and interest in family planning in Ghana -
an exploratory analysis' (in press - to be published early 1970 in
Canadian Jnal. Afric. Stud.) and J.C. CALDWELL, 'The Control..."
op. cit.

(4) This does not exclude that one of two F. P. Clinics devoted only to
contraception could function in large towns, and it might even be nec-
essary to use this approach in countries where the government itself
does not want to be the first to start a clinic but prefers to let a private
", P. association attempt the initial trial. But this formula could not
be generalized on a large scale.
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"The Mission feels strongly that more effort and finance must
be concentrated on Maternal and Child Health Work. However,
» it also feels the need in countries with such high birth rates
as Dahomey to couple this with the provision of Family
Planning Facilities in areas where mortalityrates have been
substantiallyreduced" (1).

The need for the integration of fammily planning =zit*h maternal and child

e S s g

health becomes evident when one stzciie=s tne close relaztionship of weaning
patterns, birth spacing and undernoo-isiment: high infant mortality in
tropical Africa is in great part due: iw:ibad feeding habits by uneducated
mothers, and the simple spacing of b3t—iks would no “touibt be profitahile to
the mother but would kave little effes: o the way sk= feeds her child,
(this is explained in some detail ir Apmendix I).

Such an integration of Family Plemning with matermal and child health
3 is not only feasible but certainly byr fa——the most naturgl way of introducing
the idea of birth planning to illiterate pwpulations. Also, the concept of
maternal and child health care and its necessity is well accepted in all

3 these countries, which would be only too pleased to open up as many MCH
centres as administratively and financially feasible (2). One may add also
that it is the approach favoured by the World Hea.lt'l"l Organisation, an

organisation not without some experience in the field of tropical medicine (3).

H. C. Taylor and B. Berelson have developed the idea of a combined

maternity care - family planning programme, (25 a) for an extract of their

1

study). We think it quite feasible to conceive of a combined maternity care '

maternal and child health - family planning programme, and the costs

(1) J.C. CALDWELL, E. van de WALLE and G. POVEY, Preliminary
report to the Government of Dahomey on the population problems of
Dahomey, Population Council, Summer 1969, p. 3 (underscoring ours).

(2) 'That such investments have in the long run an economic value is
becoming more and more evident to a growing number of economists,
but this is not the place to make this point.

(3) See A. Kessler, M.D., Chief, Human Reproduction Unit, W.H.O.,
"Maternal Health and Infant Mortality'' Paper presented to the Santiago
\;f Conference of the International Planned Parenthood Organisation,.

! (mimeo), 1967.
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would hardly be higher than those of the programme suggested by Taylor and
Berelson. The figures given by these authors are amazingly loaw even if one
takes into account only hard economic facts, for a country with the populatior
of Mali or the Ivory Coast, the authors estimate construction costs at about

$ 5 million, and operation costs at $ 2 million per year. On the demographic
level, it is probably impossible to estimate if this would initially lead to a
greater number of children reaching adolescence or not -~ this would no
doubt depend on the non-contraceptive aspects of the programme -- but in

the long run it would almost certainly lead to some decline of the birth rate,

VI. STRATEGY OF AID FOR FRANCOPHONE COUNTRIES
IN AFRICA

There are numerous possibilities of assistance in the field of family
planning in French-speaking countries of tropical Africa today, if donor
countries are ready to see that the creation of a solid network of MCH cen-
ters must be the backbone of any future family planning programme. "Crash"
programines attempting to insert a maximum number of I U D's (1) or distrib-
ute the maximum number of pills can only end in massive failures -- as has
been the dire experience of both the Tunisian and Egyptian programme.

(In Tunisia lorryloads of women were brought to mobile clinics where

I U D's were inserted by doctors who not only did not speak Arabic but often
not even French ~-- the end result being massive withdrawals of I U D's and
a serious backlash against the whole programme, In the U A R only 11% of
women receiving pills attended clinics regularly for one year, which rep--

resents an exXtremely high dropout rate) (2).

(1) IU D: Intra-uterine contraceptive device - a plastic device inserted
via the vagina in the uterus.

(2) For Tunisia, personal communication of various organisers of the F. P,
programme; for the UAR, see F. Hefnaw: and A. Hnafi Mahmoud,
""Attempt toward the control of population problem in Egypt Egyptian
Population and Family Planning Review, 2 (1) May 1989 p. 87-101.
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To outline specifically potextizl areas of assistance, we would suggest

assistance in the following fields:

am) Building up a ''post-partun-' family planning programme, in the
major hospitals of the majar cities -- if the countries concerned ex-

press a:desire for this.

b) Stimulate the development of maternal and «hild health centres in
both rural and urban areas.. For instance, ihe Republic of Congo ha=
250 "'Social Centres' to which it would like to add MCH services, but
lacks both personnel and Zznds to do this, (not to mention a total lack

of equipment).

.¢) Offer scholarships for the training of nurse - midwives, {(possibly in
Europe if sufficient facilities are not available in W. Africa), and
develop facilities for the training of both ""puéricultrices' and

midwives locally.

d) Massive assistance is needed in the field of censuses and demo-
graphic sample surveys. This rhight seem rather far removed from
family planning but in fact is not: not one single country of franco-
phone W, Africa has ever had a census, and most population figures
are based on not too precise sample surveys made often 10 or more
years ago. One can hardly expect countries to become preoccupied
about population growth if they do not even have an adequate idea of
the composition of their population! Some of these countries -- nota-
bly Upper Volta and Togo -- have prepared excellent projects, have

good statisticians but lack the funds to implement them,

Other areas of aid in the field of direct assistance to the organisaiion

of family planning clinics, scholarships for doctors and other health per-

sonnel, seminars on pupulation, etc.,. are already more adequately covered

by the numerous private and government organisations active in tropical

Africa.
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Table I

1969 WORLD POPULATION DATA SHEET

Population Information for 137 countries
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, Region or Country o= m — a -~ O o ] E8 & [ [ &z
: WORLD! 3551 34 15 1,9 37 37 4368 589
: aFrical 344 46 22 2. 28 43 456 | 140
] NORTHERN AFRICA
Algeria 13.3 44 11-14| 2.9 24 86 47 19.5| 220
Libya 1.9 . .. 3.8 19 44 640
Morocco 15,0 46 15-19| 3.0 23 149 46 22. 4| 170
Sudan 15, 2 52 18-22| 3,0 23 47 21. 0| 100
Tunisia 4.8 45 17 2, 8 25 110 41 6.4| 200
UAR 32,5 43 15 2,9 24 120 43 46, 7| 160
WESTERN AFRICA
Dahomey 2.7 54 26-31| 2,9 24 110 46 3.4| 80
Gambia 0.4 39 19 2.1 33 38 0.5 90
Ghana 8,6 47 20 2,5 28 156 4s 12. 2| 230
Guinea 3.9 55 35 2.0 35 216 44 5.1 80
Ivory Coast 4.2 56 33 2,3 31 43 5, 5] 220
Liberia 1.2 40 1,8 39 37 1.5| 210
Mali 4.9 52 30-32] 2,0 35 123 49 6.5f €£0
Mauritania 1.1 45 25-28| 2,0 35 187 130
Niger 3.7 52 25-27| 2,7 26 200 46 4.8 80
Nigeria 53,7% 50 25 2,5 28 43 80
Senegal 3.9 43 17 2,5 28 93 42 4. 9| 210
Sierra Leone 2,5 44 22 2,2 32 1486 37 3, 3] 150
Togo 1.8 55 29 2,6 27 127 48 2,3 100
Upper Volta 5.3 53 35 2,0 35 182 42 6.3| 50
EASTERN AFRICA
Burundi 3.5 46 26 2.0 35 150 47 4.7 so
Ethiopa 24.4 2,0 35 . 30.1| 60
Kenya 10, 6 50 20 3.0 23 132 46 14.6| 90
Madagascar 6.7 46 22-25 2,4 29 102 46 8.5 90
Malawi 4.3 2,5 28 45 6.1| 50
Mauritius 0,8 30 9 2,0 35 65 44 1,1} 210
Mozambique * 7.3 42 31 1.2 58 . 9.0 100
Rwanda 3.5 52 2,7 26 137 5.0 40
Somalia 2.8 3.1 23 4.1 50
Southern Rhodesia* 4.8 48 14-18 3,0 23 122 47 7.1| 210
Tanzania i2. 9 45 23 2.9 24 189 42 80
Uganda 8. 3 42 20 2.5 28 160 41 100
Zambia 4.2 51 20 3.1 23 259 45 i80
MIDDLE AFRICA
Angola s 5.4 1,4 50 42 170
Cameroon (Western) 5.7 50 26-28 2,2 32 137 39 110
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Table I (cont,)

Central African .
Republic 1.5 48 30 1.7 41 190 42 11e
Chad 3.5 45 31 1.5 417 160 46 70
Congo (Brazzaville) 0.9 41 24 1.7 41 1.1 120
Congo (Democratic
Rep,) 17.1 43 20 2.3 31 104 39 60
) Gabon 0.5 35 30 0.9 8 229 36 400
£
: SOUTHERN AFRICA
Botswana 0.6 2,0 35 43 60
i Lesotho i 0:9 40 23 1.8 39 181 43 €0
i Soiith Africa 19, 6 46 2.4 29 40 26.8 550
H Soutawest Africa
£ (Narnibia) 0.6 1.7 41 40 0.9
8 Swaziland 0.4 36 2.9 24 0.6 290
§
{ asial 1990 38 18 {z2.0 35 40 |2472 184
SOUTH WEST ASIA
Cyprus 0.6 25 7 1.8 39 28 35 0.7 330
Iraq 8.9 48 2,5 28 45 13.8 270
Israel 2.8 25 6,6 2.9 24 25 33 1160
Jo'dan 2,3 47 16 4.1 17 46 3.3 220
Kuwait 0.6 52 6 7.6 9 37 38 3419
Lebanon 2,6 2.5 28 3.6 480
Saudi Arabia 7. 2 1.8 39 9.4 240
Southern Yemen 1.3 37 8 2,2 32 8u 1.6
Syria 6.0 2,9 24 46 9.2 180
Turkey 34.4 4€ 18 2,5 28 161 44 48.5 280
Yemen 5.0 6.9 90
MIDDLE SOUTH ASIA
Afghanistan 16.5 2,3 31 22,1 70
Bhutan 0.8 2,7 26 1.0
Ceylan 12.3 32 8 2,4 29 56 41 16,3 150
India 536. 9 43 16 2,5 28 139 41 0
B Iran 27.9 50 20 3.1 23 46 38.0 250
O Nepal 10.9 | 41 21 | 2.0 35 40 14.1 70
i } Pakistan 131. 6 52 19 | 3.3 21 142 45 183. 0 90
SOUTH EAST ASIA
Burma 27,0 50 25-31[ 2,2 32 40 35.¢ 60
Cambodia 6. 7 41 20 2,2 32 127 44 9.8 120
Indonesia 115, 4 43 21 2,4 29 125 42 152.8 100
T.aos 2,9 47 23 2,6 27 70
M-=rlaysia (East & West) 10, 7 36 7 3.1 23 49 44 14. 9 280
Philippines 37.1 50 10-15{ 3,5 20 73 47 55.8 160
Singapore 2,1 27 5 2,5 28 26. 43 3.2 570
Thailand 34,7 46 13 3.1 23 31 43 47.5 130
Nord Vietnam 21. 4 3,1 23 38
South Vieinam 17.9 2,6 27 120
i EAST ASIA
P China (Mainland) 740,3%| 34 1 | 1,4 50 843.0
. China (Taiwan) 13.8- 29 6 2,6 24 20 44 17.6 230
Hong Kong * 4,0 23 5 |23 31 26 40 5.5 560
- Japan 102, 1 19 6,8 1.1 63 15 25 112,9 8690
North Korea 13.3 38 10-14) 2, 4 29 17.5
3 South Korea 31.2 41 10-14( 2.8 25 42 43.4 150
Monyolia 1.2 40 10 3.0 23 30 1.7
Information Servize, Population Reference ‘3ureau, 1755 Massachusetts Avenue, N.W., Washington, D.
3
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Table 1 (cont.)

! [ @ -
: % 5 o | 282 g g
i A s | $| 80% = BL | o2
i g S P s E w 9 mRa uE o @ g
! e la S S S He »0 R o @ c 5 o5
-, 58 | g3 | 85| SR | SE| Ene| 28 S| &%
' (ST 2= ad | 8¢ | »3 | 382 58 535 C9
e o 2 Q3 2 o = 0 tT e g & =] ﬂ&
£2 | SR8 | E&| S5 | °A) 858 8wl 22 | B
58 | ma| &8l 25 | 5o | m28 | 5| 58 | 8¢
7 | =8| g8 | €3 | g5 | 25| 28| 28 | 0 ¢
Eg | E8 | E8| 55| ER | a2, | Ex | BT | 5E
Region or Country o= me | a~] Of A ER8 % (= &2 Az
: AMERICA?
: NORTHERN AMERICA 225 18 9 1.1 63 22 30 264 3399
Canada 21,3 18.0| 7.3 2.0 35 23. 1 33 22.3 | 2240
: United States 203. 1 17.4| 9.6 1.0 70 22. 1 30 240.1 | 3520
1
#
} LATIN AMERICA! 276% 3g 10 2.9 24 43 376 385
i MIDDLE AMERICA
i Costa Rica 1.7 45 7 3.8 18 70.0 48 2.7 400
i El Salvador 3.3 47 13 3.3 21 62. 0 45 4.9 270
| Guatemala 5.0 43 15 2,8 25 92. 0 46 6.9 | 320
Hondur as 2,5 49 17 3.4 21 51 3.7 220
Mexico 49,0 43 9 3.4 21 63.0 46 71.4 | .470
Nicaragua 2.0 46 16 3.0 23 48 2,8 330
Panama 1.4 41 8 3.2 22 45,0 43 1.9 500
CARIBBEAN
Barbados 0.3 30 9 0.9 ] 48.0 38 0.3 400
Cuba 8.2 27 8 2.0 35 40.0 37 10.1 320
Dominican Rep, 4,2 49 15. 3.4 21 80.0 47 6. 2 250
Haiti 5.1 44 20 2.4 29 | 3g 6.8 70
Jamaica 1.8 40 8-9 | 2.5 28 - 35,0 41 2.1 460
Puerto Rico * 2,7 26 6 1.1 63 33.0 39 3.1 | 1090
Trinidad & Tobago 1.1 38 8 2.4 | 29 42.0 43 1.6 630
TROPICAL SOUTH AMERIC A _
Bolivia . 4.5 44 19 2.4 29 99.0 44 6.0 160
Brazil ' 90.6 38 10 2,8 25 79, 0 43 124.0 240
Colombia . 21.4 45 11 3.4 21 80. 0 47 314 280
Ecuador [ 5.8 45 11 3,4 21 90. 0 48 8.4 190
Guyana 0.7 40 9-10 2.7 26 40. 0 46 1.0 300
Peru 13. 2 42 11 3.1 23 63.0 45 18.5 320
Venezuela 10, 4 41 8 3.3 21 46, 0 46 15. 0 850
TEMPERATE SOUTH AMERICA
Argentina 24.0 23 9 47 58. 0 29 28.2 | 780
Chile 9.6 33 10 2.3 31 108, 0 40 12,2 510
Paraguay 2.3 45 11 3.4 21 80,0 45 3.5 | 200
Uruguay 2.9 21 9 1.2 58 43.0 28 3.3 | s70
EUROPE' | a6 18 | 10 | o8 | s 25 | 499 | 1230
NORTHERN EUROPE
Denmark ! 4.9 18.4| 10.3| 0.9 78 16. 9 24 5.3 | 1830
Finland | 4.7 16.5 9.4| 0.6 117 14, 2 27 5.2 | 1600
Iceland 0.2 22.4| 7.0| 2.0 35 13,7 34 0.3 | 1740
Ireland ; 2.9 21.1| 10.7] 0.5 | 140 24, 4 31 3.5| 850
Norway i 3.8 18.0, 9.2| o.8 88 16.8 25 4.3 { 1710
X Sweden 3 8.0 15.4| 10.1| 0.8 88 12, § 21 8.6 | 2270
) United Kingdom J 55. 7 17.5| 11.2] 0.6 | 117 | 18,8 23 60.2 | 1620
El{l‘fc 3 o W? 34 3 2
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Table 1 (cont.)

WESTERN EUROPE
Austria 7.4 17.4 | 13,0 | o.5 140 36.4 24 7.7 ‘1150
Belgium 9.7 15. 2 12,2 0.1 700 23,7 24 10. 2 1630
France 50.0 16. 9 10,9 1.0 70 20. 6 25 53.8 1730
West Germany 58.1 17.3 11,2 0.4 175 23.5 23 61. 0 1700
Luxembourg 0.3 14.8 12, 3 0.1 700 20. 4 22 0.4 1920
Netherlands 12.9 18. 9 7.9 1.1 63 13. 4 28 15. 35 1420
Switzerland 6.2 17.7 S. 0 0.¢ 78 17.5 23 5.9 2250
EASTERN EUROPE
Bnlgaria 8.4 15. 0 9.0 0.6 117 33.'1 24 9.2 620
Czechoslovakia 14. 4 15.1 10,1 0.5 140 3.7 25 15.8 1010
East Germany 16. 0 14.8 13.2 0.1 700 21.2 22 17.7 1220
Hungary 10.3 14.6 10. 7 0.3 233 38.4 23 10.7 800
Poland 32_.5 16. 3 7.7 0.8 88 38.1 30 36.6 730
Romania 20. 0 27.1 9.3 1.8 39 46. 8 26 22,4 650
SOUTHERN EUROPE
Albania 2.1 34.0 8.6 2.7 26 86. 8 3.0 300
Greece 8.9 18.5 8.3 1. 2 658 34.3 25 9.3 660
Italy 53.1 18.1 9,7 0.7 100 34.3 24 58.8 1030
Malta 0.3 16. 6 9.4 0.6 117 27.5 32 0.4 510
Portugal 9.6 21,1 10,0 1.1 63 59.3 29 10. 9 ~ 380
Spain 32,7 21.1 8.7 0.8 88 33.2 27 34.8 640
Yugoslavia 20. 4 19.5 8.7 1.1 63 61.3 3¢ 22.8 510
USSR P 18 8 1.0 70 25 32 277.8 890
oceanNial 19 24 11 1.8 a1} 18 30 23 1857
Australia 12. 2 19, 4 8.7| 1.8 39 18. 2 29 15. 2 1840
New Zealand 2.8 22, 4 8. 4 1.9 37 17.-7 33 3.6 1930
WORLD AND REGIONAI, POPULATION (Millions)
North L.atin
World | Africa Asia America | America Eur ope Oceania USSR
MID-1969 3, 0881 344 1, 990 225 276 456 19 241
2000 Projections, -
UN Constant
Fertility 7, 522 860 4,513 383 756 571 33 402
Percent Increase 112% 150% 127% 72% 174% 25% 74% 6 7%
2000 Projections
UN Med. Est. 6, 130 768 3,458 - 3b4 . 638 527 32, 353
Percent Increase 73% 123% 74% 57% 131% 16% 68% 46%
1969 DATA SHEET FOOTINOTES
*Non-sovereign country. 1 Population totals take intc account small areas not

Latest available year.

Assuming continued growth at current annual
rate, .

1966 data supplied by the International Bank for

Reconstruction and Development.

Q

35e3

listed on Data Sheet,

Official government estimate of 64,8, based on
1963 census, is now considered high. '
U N estimate. Other estimates range from 800-
950 million,

Mid-1969 population estimates for the L.atin
American countries are taken from the 1latest
figures of the Latin American Demographic
Center of the United Nations, These figures are
more recent than those of the 1967 UN Demo-
graphic Yearbook on which raost of this Data
Sheet is based.

Foreigners with resident permits not taken into
account.

33
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Table II .
Population, Rate of Increase, Birth and Death Rates, Area and Density for the World-Regions '

L1 N
Rate of popnlauonl Birth Death Area Den- ;
Major divisions Estimate of mid-year population {millions) increase per cent N:“% g:r r:lz:,eo g:r 5(%0};?5' sity3
and regions
1930 1940 1950 1958 1960 1963 1458 -63 1960-63 | 1958-63 1958-63 1963 1963
World Total 2,070 2,205 2,517 2,895 2,990 3,160 1.8 1.9 34 18 135, 756 23
Africa 164 191 222 262 273 294 2.2 2.5 46 23 30,216 10
Americas 242 274 329 395 411 438 2.2 2,2 3z 12 42, 050 10
NorthernS ‘134 144 166 192 199 208 1,4 1,86 24 9 21,515 10
Latin 108 130 163 203 212 231 2,7 2.8 40 14 20, 535 11
Asia7 1,120 1,244 1,381 1, 598 1,651 1, 748 1.8 1.9 as 20 27,621 63
Bastb 591 634 684 772 793 828 1.4 1.4 a3 19 11,725 71 .
Southern? 529 610 697 826 858 920 2.2 2.4 42 20 15,896 58
Europe8 355 3380 352 418 425 437, 0.9 0.9 19 10 4, 929 89
Oceania® 10. 0 1.0 12.7 15,1 15,7 1§, 8 2,19 2. 29 27 11 8,532 2
USSR 179 - 195 180 207 214 225 1.6 1.6 24 7 22,402 10

Source; United Nations Demographic Yearbook, 1964

1, Average annual rate per cent of population increase. :
2, Comprising land area and inland waters, but excluding uninhabited polar regions and some uninhabited islands, !
3. Population per 8quare kilometre of area, i
4. Including French Southern and Antarctic territories.
5. Hawai, a state of the United States of America, Is included in Northern America, not in Oceania, '
6, Excluding the USSR, shown separately below,
7. Excluding the USSR, but including both the Asian and European portion of Turkey.
8. Excluding the USSR. and the European portion of Turkey included in Southern Asia,
9, Rate reflects combined effect of natural increase aad migration.
Source: R.K. Som, '"Some demographic indicators for Africa™ in Caldwell and Okonjo, eds, The Population of Tropical Africa,
N.Y. 1968, p. 191.
Table I °
Measures of Fertility and Mortality
Fertility measures Mortality measures Rate of E:;pectation of ’
; Type Type life at birth
::: ;x;:ii*;; | Year of Crude - General Gross of Crude ' | . 1Infant 1223221 .
data | birth rate fertility repro- data death rate mortality er nt Dat v s
(CBR) Tate duction {CDR) rate (IMR) | P®F ©¢ ate ear
per cent per cent rate per cent per cent
North Africa 2 e 34 4.5 _
UAR (Egypt) 1950-55| c(1) |451 182 2.8% D 217 178%. 1960 52,86
Sudan 1955-56 B [45-54% 202-2427 3,0-3,5% B 20256 1866 2,5-3% 1955 406
Marocco 1982 B 464 2237 3,44 B 19% 149 2,74 1960 49,68
Algeria: :
Moslems? 1944-49| c(2) |4s5! 1884 3,0l D - - - 1948 3510
Tunisia 1961 A |as? 192 3.1? D 2611 - .- - -
Lybia 1944-49) c(2) |43l 1862 3, 0! - - - - - - 3
Spanish North
Africa: Ceuta 1963 A |28 as:’, - A 7.5 62 1.4 - - "
Melilla 1961 A 19 81 - A .4 41 3.2 - -
West Africa
Nigerial 1952-53 D |s3-571 - 3,6-3, 8l - - - . - - 15
Ghana 1960 B |[47-5213a,2 | 203-2247 3, ol. 14 B 2413 15643 2,3-, ' 11860 38,7
2.8
Upperevata“? 1960-62| B |5317 5,2 | 21217. | 2,918 B 3517 18218 1,817 1860-61 3218
Mali 1960 B 81 5,1 240 3,8 B 30 123 3.1 19%¢ o :
Ivory Coast!8-19 | 3957.58 B |5519 220 3.2 B 35 1384. 20 2,0 195%-50. .| 35
Guinea 18. 21 1954-55 B (|62, 5.3 | 223 3,5 B 40 21¢ 2.2 1954.55 - | 27
Senegal 18 1960-61 B |4322 174 2,6 B 17 93 2,66 1957 3722
Niger 18.24 1959-30 B |s2 4,1 | 232 3,5 B 27 200 2.5 1959-60 37
Dahomey 8. 25 1961 B |54 4,5 | 227 3,3 B 26 111 2.8 1961 3728
Togo 18 1961 B 55 5.7 228 3.5 B 29 - 127 2,6 1951 35
Mauritania 1961-62| =B |[4713.27 - - B 2513.27 - - - -
Pertuguese Guinea | 1840-45| C(2) |471 - 2.41 - - - - - -
Gambin 1962-63 D |38 - , 526 D 218 = 1,778 1962-63 4326
Cape Verde Islands| 1962 A |428 4.2 | 1477 - A 12 9528 3,08 - -

Source: *d,, p. 193,
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‘Table Il (cont.)

‘Fertility measures Mortality m.easures Rate of iExpectation of
Sub-region ‘Type ) ‘Type lnatural life at birth
and country Year of Crude General Gross of 1Crude ynfant inereage
data | birth rate fertility repro- data death rate maoxtality R
(CBR) rate duction (CDR) rate (IMR) per »cem iDate iYears
per 1,000 per 1,000 rate per 1, 000 per 1,000
Central Africa
Congc, Democratic
Republic of 29.30 1955-57 B 438 1562 2.4 B 208 1048 2,38 1950-52 398
Cameroon 18. 31 1962 B a7 132 3.2 B 18 76 1,9 1962 46
Chadg 18 1964 B 46 148 2.4 B 31 165 1.5 1964 30
Central Africau
Republic 1959-60 B 48 157 2.5 B 26 190 2,2 1959-60 34
Congo (Braz, )18 1960-61 B 11 149 2.5 B 24 180 1.8 1960-61 a7
Gaben 1960-61 B 35 116 2.1 B 30 229 0.6 1960-61 32
Sao Tomé and " 13
Prinecipe 1963 a 5113 2607 - a 18,4 14013.32 3.34 - -
East Africa .
Tanganyika30. 33 1957 D 46 175 2.8 D 24-25 190 2.1-2,2 | 1957 37,5
Zanzibar: Pemba33 | 1958 D 45 - 19 D 23 171 - 1958 42,8
Zanzibar 33 1958 D 32 - 2.4 D 21 157 - 1958 40,3
Kenya 30. 33 194834 D 504 - 3,2 D 20 - 3, ~ 1948 4526
Uganca 4. 35 1958-59 B 42 187 2. 636 B 20 160 2, 1958-59 4426
Madagascar 1950-55| C(2) 454 1634 2,44 B 1937 - - - -
Zambie $. 30 1959 B 5738 181 3.5 D 19 259 3,2 1963 4039
Rwanda 30-41 1957 B 52, 01 2201 3,3l B 13,7 13740 3,83 - -
Burundi 30-42 1957 B 46, 61 17324 2. 61 B 17, 4 12140 2.92 - -
Mauritius ex. dep. | 1964 A 38, 1 1797 2, 843 A 8.6 56,7 2,95 1962 gol. 28
Reunion 1964 A 43,3 189 3, 143 a 9,9 74, 2 3,34 1851-55 50
South Africa
South Africa, Rep.
of: Bantu 1950-55§ C(1) 461 1882 3. 0! - - - - - -
Mozambique 1948-50| ©(2) 471 1664 2.6t D - - - 1940 4530
Angola . 1940-45| C(2) 491 1784 2.7 D - - - 1940 3530
Rhodesia 30 44 1953-55 B 484 2074 3,14 D 144 1224 3. 0% 1953. 55 48,5
Lesotho 1955-5¢ B 45! - 2,41 D 234 1814 1,74 1955-36 4145
Botswana 1936-41[ - C(2) 4! 1751 . 2.7 - - - - - -
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Table V

Estimated Crude Birth Rates and Gross Reproduction Rates

for the Regions of the World around 1960

(Provisional weighted averages of most recent available
rates for countries within each region)

Crude Gross re- Crude Gross re-
Region birth production Region birth production
rate rate rate rate
World total 35-36%/ 2.2-2.3P/
Developing b/ b/ More developed
regions: 41-42 2,6-2,7 regions: 22 1.4
Africa: 48 3.0 Northern America 24 1.8
North Africa 46 2.9
West Africa 54 3.4 Europe: 19 1.3
South and Northern and
East Africa 45 2,7 Western Europe 18 1.3
Central Europe i8 1.2
Asia (excluding b/ Southern Europe 21 1.3
USSR): 40-41 2.5-2.6
South west Oceania 24 1.8
Asia 45 3.0
South Central USSR 25 1.4
Asia 44 2.9
South East
Asia 49 2,9
East Asia 35-37°/ | 2.1-2.3°/
Middle and
South America: 41 2.8
Middle America 45 3.0
South America 40 2,7

a Source: Dept. of Economic and Social Affairs, United Nations, Population Bulletin,
No. 7, 1963, "With Special Reference to the Situation and Recent Trends of
Fertility in the World}',

United Nations, New York,

1965, p.

1.

b Range of estirnated values corresponding to alternative estimates for China mainland.
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Table VI

Total Fertility, a few Selected Areas
of Tropical Africa.

Country Year Total fertility
Dahomey 1961 6. 4
Ghana 1960 6.5
Ivory Coast 1957-58

1st. agric. sector 7.3
Niger 31560 -7
Nigeria 1953

Calabar 7.5
IBADAN 1952 9.1
Senegal 1960-61 6. 3
Congo K. 1955-87 5.9
Kenya 1962

Western 8.1
Sudan 1955-56 7.3
Central Southerners 8.3
Uganda 1959 6. 7
Northern 8.4

Source: A.J. Coale, '"Estimates of fertility and
mortaliity in tropical Africa' in Caldwell
and Okonjo, op. cit. p. 182-183.




Table VII

Children Born to Grand Multipara in Algeria during Their First Years
of Marriage

Age of woman Age at marriage Children Children Fetal
born still alive deaths
28 14 13 8
30 15 7 7
39 15 21 10
30 19 9 8 2
28 ? 13 10
38 21 9 G -6
26 15 4 L2 9
28 18 12 8

Source: RADP, Direction Générale du Plan et des Etudes Economiques,
Commission Nationale pour l1'Elaboration d'une Politique de la
Natalité, Rapport de 1la Commission, Alger, Janvier 1969.
Data taken from the files of the first family planning clinic,
January 1969, Although these cacses represent the most striking
examplées of lack of spacing, numerous women have 12-15
conceptions in their life-iime.
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Figure |
AVERAGE NUMBER OF CHILDREN BORN PER WOMAN, AT AGE 44
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Source : Tadd Fisher, Our Overcrowded World, p. 230, Most African countries would
come between Higeria and Mexico.
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Table VIII
Infant and Child Mortality, Selected Areas of West Africa

The pattern of infant and childhood mortality is quite
striking, in that mortality between 1 - 4 years (included) is often as high
- or even higher - than mortality in the first year of life. The following fig-

ures given by Clairin give an idea of the pattern:

Mortality 0 - 5, selected African countries:

Upner Chad N. Cameroon West Dahomey
Volta Cameroon
1q0 0, 182 0, 160 0, 197 0, 139 0,111
4q1l 0, 218 0 127 0, 173 0, 147 0, 194

This deviates considerably from the UN standard life tables, (rounded fig-

ures): Table 22 Table 25 Table 27
1q0 - 0, 150 0, 180 : 0, 200

4q1 0, 075 0, 099 0,118

Source for both tablex: R. Clairin, The assessment
of infant and child me:tality in Africa, in Caldwell &
Okonjo, eds. op. cit, p. 199.

u

1q0 the number of children who die in the first year of life,

(e.g. 0,182 = 182 children out of a thousand born alive
die before they are 1 year old)

4q1 = the number who die between the ages of 1 and 5

In most countries, mortality goes down quite sharply after the first
year, but this is not the case in tropical Africa, where mortality in
the 1-4 year old group is occasionally even higher than amon infants,

(see Appendix I for explanation).



Table IX

Selected Demographic, Social, and Economic Charzetaristics, for
in the Developing World: Recent Data

African Countries

Africa
Gambia
Topic Algeria Cameroon Congo Dahomey Ethiopia {The) Ghana Kenya
Prpulation (in millions)
1968 estimate 13.3 5.7 17.1 2.7 24.8 0.36 8.7 10.5
: 1980 projection 18. 4 6.5 22,0 3.4 30.1 0.46 12,1 13.9
Current estimate of vital rates
B per 1, GOO population
y Birth rate 50 50 43 54 u 46 50 50
3 Death rate 16 26 20 26 u 21 20 20
: Rate of natural increase 34 24 23 28 25 45 30 30
Per cent distribution of total
H population by age
P All ages 100 100 106 100 100 100 100 100
Under 15 years 47 u 40 46 u u 45 46
! 15-64 years 48 u 55 50 u u 52 49
b 65 years and over 5 u 5 4 u u 3 5
f’ Dependency ratio 107 u 82 99 u u 91 106
‘ Number of females 15-44 years
! ~ (1969 estimate in millions)
Total 2,5 1.1 4, 2 0.51 4.8 u 1.9 2,3
Married 1.9 0. 94 3.6 0.45 4.1 u 1. 6 2,0
Dernsity (1967 population per
square kilometer) 5 12 9 22 19 30 34 17
Per cent of total population
residing in urban areas u u 22 9 u u 23 8
Per cent of total population B
residing in cities of
; 100, 000 and over 17 10 7 5 3 u 8 5
§
% Per cont literate (year: 1954: u u u u u u u
! age group) 15-19 u u u u u u u
; Male 13,0 u u u u u u u
t Female 5,4 u u u u u u u
E
i Adjusted school enrolment ratio
i Both scxes, 1950 14 20 29 8 u u 15 21
i Both sexes, 1965 39 69 52 20 8 u 72 45
i Femaleg, 1965 29 53 34 13 4 u ‘4 32
£
Population (in thousands) per
specific health worker
Doctor 8.6 8.7 26, 7 20.1 62.4 u 14.1 10. 6
Midwife 35.6 .8 u 11.4 u u u 4,6
: Nurse 11.3 5.2 u 2.8 30.6 u 2.9 1.9
3 Population (in thousands) per
% hospital bed 0.3 0.4 0.3 0.9 2.4 u 0.8 0.8
P Real gross domestic product .
E Per capita in US dollars 218 109 96 69 61 u 231 111
Per cent derived from agrieulture
1950 34 u 37 u u u u 47
1965 21 u 28 u 64 u u 38
Annual per cent increase,
1960-19€6 average
Total u u u u 4.8 u u u
! Per capita u u u u 3.0 u u u
Index of per capita food production
t in 1966-1968 (Base period,
T 1952-1956 = 100) 60 u u u 114 u u u

From: D, Nortman, Factbook on

Family Planning, Population Council, N.Y¥Y., 1869.




Table IX

Selected Demographic, Social, and Economic Characteristics, for African Countries
in the Developing World: Recent Data (Continued)
Africa (Continued)
South Southern
Topic Madagascar | Mauritius Marocan Nigeria Senegal Africa Rhodesia Sudan
FPopulation {in millions}
1969 estimate 6, 7 0.85 15. 0 64. 719 3.9 19. 7 4.8 15, 3
1980 projections 8.5 1.1 21.9 $0. 4 4. 6 6.7 7.1 19. 7
Current estimate of vital rates
pex 1,000 population
Birth rat> 46 38 50 53-57 43 46 48 52
Death rate 25 9 20 27 17 21 i7 19
Rate of natural increase 21 29 30 27 27 25 31 33
Per cent distribution of total .
population by age
All ages 100 100 100 100 100 100 100 100
Undei 15 years 36 44 47 43 42 40 u u
15-64 years 50 52 51 55 54 56 u u
65 years and over 4 4 2 2 4 4 u w
Dependcncy ratio 102 a2 96 23 86 76 u u
Number of females (5-44 years R
{1969 estimate in millions)
Total 1. 35 0.17 3.0 12. 6 0. 83 4.1 0. 94 3.0
Married 0. 91 0.14 2.6 10. 7 0.71 2.5 0.80 2.6
Density (1967 population pcr
square kilometer) 11 407 32 67 19 15 12 [+
Per cent of total population
residing in wrban arecas u u 29 16 u 47 18 u
Per cent of total population
residing in cities of
100:000 and over 6 17 20 10 12 27 6 3
Per cent literate (year: u 1962: 1960: u 1961: u u 1956:
age groap) u 20-24 20-24 - 20-24 u u 10-14
Male u 74.6 Z26. 6 u 14.5 u u 32.9
Female u 57.0 5.9 u 1.6 u u 11,3
Adjusted school enrolment ratio :
Both sexes, 1950 19 52 12 i4 6 49 43 5
Both sexes, 1965 41 68 38 25 24 71 57 14
Femnales, 1965 u 63 22 19 17 70 u u
Population (in thousands) per
specific health worker
Doctor 10.5 3.8 12.1 44. 6 16. 7 1.9 7.6 24. 6
Midwife 11.5 1.9 86.0 6.0 21. 0 1.0 1.6 11,0
Nurse 3.7 1.2 4.5 6. 1 3.7 0.5 1.0 3.7
Population (in thousands) per
hospital bed 0.4 0.2 - 0.7 2.4 0.7 0.2 0.3 1.0
Real gross domestic product
Per capitain US doilars 103 225 172 5 195 596 222 91
Per cent derived from agriculture
19.9 u 32 34 u u 17 u 61
1965 u 24 32 u u 10 u 54
Annual per cent increase,
1960-1966 aversge
Total u u 3.4 4.5 u 6.2 G, 123. 24 4.5
Per capita u u 0.7 2.5 u 3.8 -2,.9223. 24 1.6
Index of per capita food production
in 1966-~-1968 (Base period,
1952-~1956 = 100) u u 92 u u 127 u 119
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Table IX

Selected Demographic, Social, and Economic Characteristics, for African Countries
in the Developing World: Recent Dats (TContinued)

Africa {Conti:-ued)
United Arab
Topic Tanzania Tupnisia Uganda Republic
Population (in millirns)
1969 estimate 12.9 4.9 8,3 32.5
1980 projections 14. 6 6., 6 10.3 46, 4
Current estimate of vital rates
per 1, 000 population
Birth rate 47 45 42 45
Death rate 22 17 20 21
Rate of natural increase 25 28 22 24
Per cent distribution of total
population by age
All ages 100 160 100 100
Under 15 years u 41 u 43
15-64 years u 52 u 54
65 years and over u 7 u 3
Dependency ratio u 91 u 86
Number of females 15-44 years
(1969 estimate in millions)
Total 2.5 1.0 1.6 6.9
Maxrried 2.1 0. 65 1.4 4.6
Density (1967 pupulation per
square kilometer) 13 28 ! 34 31
Per cent of total population
regiding in urban areas u u 12 38
Per cent of total population
residing in cities of
100, 000 and over 2 16 u 28
Per cent literate (year: u 1956 u 1960:
age group) ° u 10-14 u 20-24
Male u 37.5 u 33.5
Female u 13. 9 1 13. 2

Adjusted school enrolment ratio . .

" Both sexes, 1950 9 19 18 25
Both sexes, 1965 23 64 32 53
Females, 1965 u 44 23 39

Population (in thousands) per

specific health worker
Doctor 1%.8 8, 10. 2.3
Midwife 5.8 u 4.9 4.2
Nurse - 1.5 : 0 . 9.9 5.1
Population (in thousands) per
hospital bed 0.5 0.3 0,7 0.5
Roal gross domestic product .
Per capita in US dollars 67 186 87 167
Fer cent derived from agriculture
1950 62 u 87 32
1965 54 22 59 25
Annual per cent increase,
1960-1966 average -
Cotal _ 3.9 5,8 4.1 3.5
Per capita 2,4 3.8 1.4 0. &
Index of per capita foed production
in 1966-1968 (Base period.
1952-1956 = 100) u :1:] u 109
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NOTES TO THE TABLE

TUnless otherwise indicated, figures are from the statistic.. -+ - "oo00k
for 1967, U.M,, N.¥. 1968. For detaiied comments, see th.e zources
gucoted.

WV = West Malaysia

Republigque Algérienne Démocratique et Populaire, Commissariat
National au Recensement de la Population, Recensement général de la
Population, Données abrégéas résultats du sondage, Algiers, n. a.

= B, M. RUSSET et al., World Handbcok of Political and Social
Indicators, New Haven, 1964

= Compendium ci Social Statistics, 1967, United INNations,
N.Y. 1968

UNESCO yearbook, 1967, Unesco, Paris, 1968

Oct. - Vec., 1968, 34 (4), '""Complete expectation of life at various
ages, selected countries, Population Index

Based on preliminary information from the Population Growth Esti-
mate survey

RADP, CNRP, Données rapides sur la population algérienne, Algiers,
April 1967

S. K. GAISIE, Estimation of vital rates for Ghana, Population Studies,
23 (i) March 1269, p. 21-42

KEYFITZ and FLIEGER. Weorld Population, Chicago, 1368
Fixecludes socme new-born dying before registration

F.C. SHORTER, ''Information on fertility, mortality and population
growth in Turkey' 34 (1), Jaun. - March 1968, p. 3-21, Topulation Index

Estimates for most tropical African countries are from A.J. COALE,
""Estimates of fertility and mortality in tropical Africn'', p. 179-188
in CALDWELL and OKONJO, eds., The population of tropical Afr‘: =,
N. Y. 1968

Ler

We did not keep the U. N. estimates b - they are sc svidar:
und srestimated if one compares them w.iul the more carefu. i -uoates
of COALTE, (cf. supra) and would put Camerocn ia 2 e favorabls
position than permissible.
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13)

14)

15)

16)

17)

18)

19)

20)

21)

22)
23)

24)

25)

26)

NOTES TO THE TABLE. - Cont'd.

Estimate of a World Bank Mission to Algeria, 1966
I = Improbable. We consider this figure for Senegal highly inflated.
(possibly due to the conversion rate employed)

FREEDMAN and TAKESHITA, Family Planning in Taiwan, p. 18,
Table I~1

Figure only covers a certain number of large towns

Upper Volta does not publish a single newspaper. The Ministry of
information in the capital puts out daily a mineographed bulletin with
the highlights of world news.

Source: Ministry of Finance and Planning, Directorate for Planning

Personal communication. Dr. Jolibois, WHO Health Statistician,
Ministry of Health, Ouagadougou, 25/5/69

FREEDMAN and TAKESHITA, op. cit. p. 18

World Health Organisation, World Health Statistical Annual 1863,
Geneva, 1967, (Latest available)

We have made a personal estimate of less than 10% for all African
countries based on the figures svailable by industrial sector for a
few countries of sub -saharan Africa in the Yearbook of L.abor Statis-
tics, Geneva, 1968, (International L.abour Organisation)

Figure is for Malaya in 1957

Figure quoted to me by Dr. L. L. BEANWN of the Population Council

VUF = Very unfavourable

RUF = Rather uniavourable

u = TUncommitted

2y = TFavorable

HEF = Highly favourable

Figures for Asian countries are from W. MAULDIN, Fertility

Studies: Knowledge, A .itude, Practise, Studies in Family Planning,
June 1965. A global figure of 6 cr more for subs .haran Africa is
used, based on J.C. CALDWEILL, '"fhe control. of family size in
tropical Africa'’, Demography, 5 (2) 1968, p. 598-619 and DOW,
T.E., ""Fertility and Family Planning in subsaharan Africa',
unpublished manuscript, Population Council, N.¥Y. 1968

J. MORSA, The Tunisian KAP survey, in B. BERELSON et al, eds,
Farmily Planning and Population Programs, Chicago, 1966

§1



NOTES TO THE TABLE. - Cont'd,

27)

Results of a pre-test in a rural region of Central Algeria, (Palestro
area), Spring 1967

28) R.J. LAPHAWM, '""Family Planning Attitudes and Knowledge among

married women in Central Marocco'', paper contributed to the
annual mreeting of the PAA, 1968 (mimeo).
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Appendix I

The infant mortality rate and its relationship to weaning and feeding

patterns in tropical Africa, from P. Pradery-.ad Some relationships of parity,

spacing and fa-:.ily size on rnatermnal and child trealth, with special reference
to tropircal Africa, Center for Population Plar.ning, University of Michigan,
Decembexz 196¢, p. 39-45.

- »
3. The infant death rate and the '"weaning-undernourishment syndrom' (=WUS) )

itpleghnin e e Rt i e ettt i

There is a widespread belief all over tropical Africa that if a
woman breastfeeds here baby, while pregnant, the milk will in some way
turn '"'sour'' or "poison'' and the fetus will also suffer. Tlis belief has

been described by numerous suthors. The following ty'pical account is
by IvIatthews:

"Yoruba custom prohibits marital relations during lactation.
Some believe that the child will be affected in an adverse way
by 'poisoned' maternal milk. Others rightly appreciate the
undesirability of incurring the risk of another pPregnancy
during lactation and acknowledge, the need for a period of
recuperation between pregnancies. Morever, closely spaced

- pregnancies would necessitate early weaning which. .. would. ..
lead to a substantial increase in infant mortality. They there-
fore forbid their husbands marital relations until their last
child is at least 2-3 years old'.

*) We use this expression for lack of any technical =rm known to us to
describe the sequence of events we outline here.

Q 55
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This lead traditionally to quite lengthy periods of breastfeeding.
Ford, studying material gathered »y anthropologists before the last
World War, found that the average age of weaning was 3-4 years for

African triboes of his sample:

TRIBE AV :age at weaning

|

Azande
Bena
Kababish
Lango
Ma - i
Mbundu
INama
Tanala
Thonga
Tiv
Venda

oy
N Ny
!
N

|

WS

1 =
W whhN

WNNNWW =N RW

89)

This pattern, with its imposed period of post partum abstinence,
has been documented by a sufficiently large number of studies and
authors for one to advance that it probabl.y corresponds to a general
pattern throughout tropical Africa, although some exceniions

*)

have been mentioned.

#* ) Thus, it seems that some women do both lactate and covulate, as

O
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rThompsor. and Rahman confirm for the Keneba of Gambia. Although

the asserted norm was no coitus during lactation, (1-2 years), the
authors note that despite this taboo, 17 out of 44 women were 6 weeks
to 5 months pregnant when they stopped lactating. '""In this society,
when the mother decidsd to cease breast-feeding, it was customary toc
send the child to live with a specific relative in order to facilitate the
acceptance of full weaning. This amounted, however, topublic acknowl-
edgement that coitus ha 1 been i esumed. Thus in order to avoid censure
and ridicule, some women irieac to conceal their pregnancy as long as
po-=ible and thus kept their child''. B. THOMPSON and A. K. RAFNMAIN,
"Infant feeding and child care in a West African village'', J. Trop.
Pediat., Sept. 1967, p. 124-138. ’



Nevertheless. we must not give the imp:’:'ession of vniverszlly
practised periods of long (2 - 4 years) breastfeeding habits. There

can be considerable variations within 2 same cultural area, as the
following figure and table prove, (the data are from a study of three
regions in Ethiopia, Tigre, Sidamo and Arussi). The data are interest-
ing because they show that ihe length of breastfeeding can alsa vary with
the sex of the child.

Table A

Distribution of weaneasd children according to the duration of breast-feeding

Br east-feeding time, months Total \
Area —
< 3 4-6 7-12 13-18| 19-24| > 25 n, Yo
TIGRE no. (o) o 13 46 100 3 162
Yo 9 o 8.0 28. 4 61. 7 1.9 100.0
SIDAMO no. 0 2 58 45 40 Y 154
%o 0 1.3{ 37. 7 29.2 26. 0 5.8 i00.0
ARUSSI
boys no. 11 25 54 7 8 1 99. 9
%o 10. 4 23.6| 50. 9 6. 6 7.5 0.9
girls no, 21 33 47 3 4 o 108
Yo 19. 4 30.6)] 43, b 2.8 3.7 o 100. 0
Total no, 32 58 i01 10 12 1 214
Yo 15.0 27.1| 47.° 4, 7 5.6 0.5 100.1
Q 55
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Figure 2

PERCENTAGE DISTRIBUTION OF THE CHILDREN IN THE VARIOUS AREAS
ACCORUCING TO DURATION OF BREAST-FEEDING
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As can be seen, whereas in Tigre over 60 peir cent of the children
are breastfed 19-24 months, in Arussi, close to 90 per cent are not

breastfed more than a year.

This practise of post partum abstinence over a prolonged period
was of course made possible by the existence of polygamy, (Ford even
suggests that the tabon itself produced a '‘tendancy to polygyny'’),
in th=t 2 husband coul.: urn to his second or third wife to find release
during this period. Rut widespread changes in Africa are making this
more and more difficult, and have led to an increased incidence of the

weaning-undernourishme.-: syndrom.

Widespread socioeconornic changes in Africa are leading to =2
diminuishing incidence of polygyny, es, :cially in urban areas. Apart
from traditional urban centers such as Ihadan, where an urban culture
had develcped on the basis of traditional family structures, towns are
for the most part of recent implantation in tropical Africa. As Romaniuk
has noted, the modern city, born as & result of the colonial occu-
pation and nascent industrialisation, is ecologically unfavorable o
polygyny: in some colonies, such as the ex-Belgian Congo, a polygynous
male could rarely find a job in industry, the administration and often
even as a servant. Thus, the additional woman, who, in a rural setting
where she could work in the fields, was an asset, became a load in the
urban milieu. To these factors, one must add the birth of a monetary
economy which made it growingly difficult fox' young rnales to buy a
second bride. Comparative statistical data giving trends over time are
extremely difficult to find, bu* the fragmentary data we possess point

clearly to the decline of poiygyny in wrrbar. areas.

But such a change is evidently going to upset completely the tradi-
tion sartum abstinence described above, Two possible alternative
of bu.,.. sior appear, but furiher research would be necessary to measure
the extent of their existence. The end result of both is that the wife
becomes pregnant much sooner than she would have had she fellowed

the traditional pattern.
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i. Couples resume sexual relations mush earlier, the wife
ends by becoming pregnant and weans her child abruptly.

- ii. The woman puts hexr child fairly rapidly on cheap powdereaed
milk and amenorrhea ends fairly rapidly. It is a szad
but evident fact that bottle has a prestige value among
African womer:. One of the main authoritiies on the subject,
D. B. Jeliffe, has noted that ''the results of artificial feeding
for the majority in tropical countries are, .. usually most
unsatisfactory. Very dilute feeds are usually given in a
dirty contaminated bottle, so that the result is often a
starved, marasmic baby with infective diarrhoea'’

The consequences of this abrupt weaning on the health of the child
have been fairly well studied, and all the authors arrive at
the same conclusion: the weaning, which is generally fairly abrupt,
produces a general state of undernourishment, kwashiorkor, and a
sudden rise in mortality due to the diminishing ability of the body to
resist various infections. Illnesses that ndrmal‘ly would be overcome
with adeguate treatment are fregqguently lethal, Thus, A.D. Berg
mentions that in Ecuador, child death due to measles is 300 times
greater (per thousand population) than in MNorth America . The
most common manifestation of illness is, according to Gordon, acute
diarrheal disease, (so freguent that he coined the term 'weanling
diarrhoea' to describe it), which is not a specific disease process
but rather a collection of diseases having similar clinical manifestations.
The tables on the following page illusirate this syndrom qguite clearly;
although we have not found sufficiently good data for Africa, there is

little doubt that the general picture would be fairly similar,

Thus, in both sets of data, the incidence of diarrhoea is much
lower among the children who are entirely breast-fed. In the
Guatemalan sample, incidence of acute diarrheal disease is more
than double among those who are on a partitially or totally solid food

diet .
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Table B

Acute Diarrheal Disease Before, During,
and After Weaning, Punjab, India

Feeding Person-Years Cases of Cases of
Regimen Experience Diarrheal Diarrhea per 100
Disease Person-Years
Breast-fed only 311.0 428 137. 6
Breast-fed plus 303.8 532 175. 2
other milk
Br-east-fed, milk, 452, 3 803 177.5
and solid food
Weaned from breast, 73.3 141 192. 5
full diet
Next three months 233.5 297 127. 2
full diet
Table C
Acute Diarrheal Disease Before, During,
and After Weaning, Guatemalan Highlands
Feeding Person-Years Cases of Cases of
Regimen Experience, Diarrheal Diarrhea per 100
Disease Person-Years
Breast-fed only 158. 4 206 130.0
Breast-fed plus 357. 7 948 265. 0
solid food
Weaned from breast 28. 0 77 275.0
full diet
Next three months, 23.8 51 214. 5
full diet

We will try and examine further on the possible beneficial effects of

family pilanning as a means of reducing this high mortality, But it must be

stated that the spacing of births per se will not be of much value if it is not

linked to nutritional education : the fact that the mother weans her child
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abruptly because of another pregnancy is only one aspect of the problem. The
other aspect is that the dangers of the weaning period are increased due to an

extremely deficient knowledge as to what constitutes the best diet for the

child, (and here one must stress that, in Africa especially, unbalanced diets

are as frequent as insufficient amounts of food) *) only comprehensive health
hygiene and

education which encompasses all the basic aspects of nutrition,

family care can break the vicious circle of the WUS. This is bt one the

reasons we feel extrernely sceptical concerning the possibility of non-integrated

family planning programmes in West Africa.

NS SRy

s

*) Yams, a frequent element of many childrens' diets in West ‘Africa, have

a very low nutritional value.
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Appendix II

From: American Journal of Obstetrics andGvynaecology, 100 (7),

pPp. 885-88%7, 890-893,

MATERNITY CARE AND FAMILY PLANNING AS A WORLD PROGRAM

Howard C. Taylor, Jr., M, D.
Bernard Berelson, Ph. D,

New York, New York

The reasons for believing that family planning programs may
be very effective when developed in association with maternity
services are first discussed on a theoretical t1sis. Reference
is then made to the demonsirated success of the ''postpartum

"' developed in relation to organized hospital maternity
services, notably in those of the group reported in this issue of
the Journal by Dr. Gerald Zatuchni. A preliminary survey of
conditions in twenty-nine countries indicates that roughly a
third of the women in those developing countries are now deliv-
ered in hospitals or under hospital supervision. They are the
women to whom pospartum family plauning programs might
rather readily be extended. The further expansion of this means
of giving birth control instruction, however, would require the
simultaneous development of maternity and family planning
services, The problems, including costs, of setting up such a
system on a world-wide basis are considered.

pPrograms

The effectiveness of providing family planning instruction in association
with other aspects of maternity care has received increasing recognition in
the last 2 or 3 years. The results of a collaborative trial of the postpartum

approach to family plaﬁning in 25 hospitals in 19 cities in fourteen countries

throughout the world are reported by Dr. Gerald Zatuchni in the section on

;: “ "
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"Current Developments' which appears in this issue of the Journal.

From {l_‘xe International Institute for the Study of Human
Reproduction and The Pnpulation Council.

The first results of this trial, organized by the Population Council,
appear so favorable that it iS necessary now to consider how far this promising
instrument may be extended. In this article we shall first review che predict-
able advantages of a comhination of maternity and family planning services,
particularly as they seem to apply in the developing cvountries. We then pro-
ceed with a consideration of the problems that would have to be faced in the
expansion of such combined services to the urban and rural sectors of the

worla, where maternity care itself is incomp! ‘te or lacking.
Table I

Special advantages of a maternity-based family planning prograru
in developing countries )

i. Physiologic

Identification of the fertile woman: conce ion of effort on the "high-risk'’
group

IL.actation providing time and continuing - .cts through child health
clinics

2. Educational

The alternative to a lacking school syste

An acutely favorable situation with respdc .t to motivation

Susceptibility to advice from those to whom ‘rust has been given for safe
deliverance

3. Accessibility

Universality of contact after first pregnancy

Birth registration and dissemination of information

The special opportunity for beginning with women of low parity
Special means of reaching the indifferent or apathetic

4., Acceptability

Virtue by association

Effects of a lowered perinatal mortality
Development of a medical intrasiructure
Availability of foreign aide.

e, -
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Backgeound considerations

Some of the special and compelling advantages of the asscciation of
family planning with maternity services are outlined in Table I and may be

briefly described as follows:

Physiologic. The use of the event childbirth to identify the physiologi-
cally most fertile women, those chiefly "at risk'', is especially important in
countries where facilities are limited and efforts must be concentrated at
points they will have the most effect, Ideally, for example, the effort in India
should be directed not to the 500 million people or to the 250 million females
or even to the 90 million women in the childbearing age, but rather to the
approximately 20 million who each year demonstrate their current fertility,
or even more, to the relatively smmall group of women, perhaps 4 million,
who bear their first child in a given year and have the greatest residual

potential for adding to the population.

In the absence of the needed information for deiaying a second pregnancy,
conception is likely to occur again soon after the first ovulation, possibly only
a few weeks after delivery when the child is not nursed, or after a somewhat
longer but undependable time in the presence of lactation. In any case, there

may be little time to spare for delayed decisions.

The effects of concentrating on the pregnant or just delivered woman
may of course be enhanced in the developing countries where the practice of
nursing provides a somewhat longer ''breathing spell' and the association of
maternal with child care in the MCH cliniecs allows for continuing occasions

for contact anc repeated instruction in family planning techniques,

Educational. The educational impact of a supervised obstetric experience
will be relatively greater where school systems are lacking and illiteracy
widespread, It is clear that birth rates are difficult to influence where literacy
is low, and the solution of the population problem cannot be delayed until sys-
tems of universal education are established. It appears to be a gQuicker and
cheaper undertaking first to establish a system of education limited to the
key problem of reproduction and to set this within the framework of supervised

maternity.

- .
x> -
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Two circumstances make the woman at this time especially ready to
listen and to be instructed in matters of family planning. The subject of the
next child is clearly of great relevance to her and she will be at the peak of
a fluctuating "'motivational curve'' toward family planning. Besides this tempo-
rarily heightened interest she will be receiving advice from the individual or
the staff to whom her confidence for her safe delivery has already been given.
The psychological circumstances for the reception of family planning instruc-

tion at these times are thus ideal,

Accessibility. A national program of family planning based on maternity

can, in theory at least, reach.ev'ery eligible woman. Antimalarial programs
have to no small extent depended on the detection of cases of ''fever' by door -
to-door inspections by health workers, How much easier it will be to detect cases
of pregnancy and to see to it that all puerperal woman are provided with in-
formation about family planning. A program of supervised maternity cape

seems to promise an eventual organi zation for universal, systematized

family planning instruction. As a demographic by-product of great impor -

tance, it would provide the means for setting up, for the first time in most

developing countries, a valid system of birth registration.

A system that provides for contact with all women in their first pregnancy
promises the special advantages of reaching two groups of women who are apt
to be least likely to respond to general appeals. One is the primigyravida or
woman of low parity, whose e¢arly adoption of the principle of childspacing
would have the greatest demographic impact, The other is the woman who,
from prejudice, indifference, or apathy, remains unresponsive to public

appeals to take the step of visiting a birth control clinic,

Acceptability. The ''‘public image' of population control will be enhanced

by its association with such generally revered objectives as a lowered perinatal
and infant mortality and with maternal welfare. From a more remote siandpoint,
a system of maternal and infant care wili build the medical intrastructure and
lower child moertality - both useful for subsequent work in family planning -

and aid may come more freely from international agencies and foreign coun-

tries when associated with other humanitarian purposes,

The theoretical constructions, with the practical experience described

in Dr. Zatuchni's report, seem to provide fairly convincing evidence that an

o
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organized maternity service would be a successful vehicle for providing educa-
tion and service in family planning to the uninfor'med people. The questions

that now present themselves are those of cost and means of implementation,

Projected requirements

Not inconsiderable obstetric services are evidently available in the
developing world, but are largely limited to the cities and closely surrounding
areas. What would be involved in extending some form of institutionalized
care to the much larger population living in rural villages ? As we h{a\ve
suggested, the theoretical case for providing family planning service in

association with maternity care seems clear. The questions zre the practical

ones of costs and means of implementation.

In order %o realize the essential but minimal requirements of a joint
MCH-FPS system, what is needed? What are the necessary elements for the
dual purposes of providing supervised maternity care and associating ;Nith
it an effective, systematic organization for family planning ? With due hesitation,

in view of the great regional differences, it appears to us that there are only
four.

An attendant should be present for all deliveries, however slight

her training may be, but this attendant must be under the supervision
of some regional health officer, From the family planning standpoint,
such an attendant is the essential agent for instructing the woman in

coritraception or assuring her attendance at a birth control clinic.

Y

. A maternity health center for the area is needed for administrative

purposes, as a station where expert medical attention is available

and for hospitalization of the perhaps 5 per cent of women who

develop major complications. Such a center is essential for the

objective of a lowered maternal and perinatal mortality and, less
directly, to elicit the respect and affection of the people so necessary

if farnily planning advice is to be acceptable.

Any system of detecting, recording, and reporting pregnancy and
birth must probably begin with a trained birth attendant. Such record-

keeping is a step toward better obstetrics, for it is well known that

Q 65
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the statistical reports of the early thirties guided the Ameiican
obstetrician to a better system of maternity care. Beyond its contri-
bution to maternal welfare, however, a system of reporting pregnancies
and births would be critically important for assuring that information

is given and for the follow-up activities of a family planning program.

4, Within the maternity center there must also be a clinic for ante
and postpartum examinations and for family planning instruction,
Alternately or additionally, the center might serve as a station from
which mobile units could carry maternal health and family planning

services to the periphery.

The question now is whether the development of such an organization

for the rural areas of the developing world is within the range of possibility.

As an exploratory exercise, we have attempted to calculate the costs
of providing a system with such minimal functions for providing maternity
and family planning services. We have undertaken several estimates, and
the sample figures to be presented are clearly not universally applicable and
do not pertain to any particular country. The data should perhaps be regarded
only as illustrating a mode of thinking, but they may give some idea of the

order of magnitude of the sums that would be required,

L.et us first consider the probable annual burden of obstetrical care of
a fairly typical rural "province' of a developing country. Assume that the
''"province' has 100, 000 people and annu&tl births of about 4. 000. By dividing
the province into four health districts and cach district into four substations,
we arrive as the annual load for those working ''at the front' (Table V). They
will have about 5 deliveries a week to attend and advise, one primigravida a
week to whose education 5peciél attention must be given, and one complicated

case Or emergency a month to refer to the District Health Center,

The division of functions of the provincial maternity service may be
variously arranged. One plan would be the following:

The provincial general hospital would be be the center for the supervision
of the work of the districts. It would provide medical consultation, maintain

hospital beds with surgical and nursing care for the seriously ili, and watch

over the record-keeping activities of the districts. As staff it would require
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Table V

Assumptions on the annual obstetric work load
in a province of 10C, 000 people

Province
Total population 100, O0OOC
Birth rate 40
Total births 4, 000

District (four per province)

Population 25, 000
Annual births 1, 000

Substations (four per district)

Population 5, 250
Annual births 250
First births 50
Emergencies and complications 12

a full-time physician with some specialization in obstetrics and g ynaecology,
two nurse-midwives or their equivalents, two clerks, and an ambulance

driver,

The functions of the district health center would be the more immediate
personal direction of the midwives in the substations and the provision of
medical consultations or hospitalization for obstetric emergencies. It would
receive reports of all pregnancies or j-ccent deliveries occurring in the
villages and would be responsible for seeing to it that all such ""detected cases'
received family planning instruction, The staffing of the district health center,
with respect to maternity and family planning services, would require part of
the time of a physician, who would not necessarily be a specialist in obstetrics,

two midwives or health educators, one clerk and one driver,

The substations would constitute the ''front line' units providing service
to the 95 per cent of the relatively uncomplicated pregnancies and deliveries,
; The duties of its staff would be the identification of pregnant, parturient, or
puerperal women, attendance on women during labor, a postpartum follow-up
visit, the reporting of births, the actual instruction of women in family plan-

ning, or her reference to the family planning clinic of the district or to a
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visiting mobile unit. An adequaie staff to cover the estimated five deliveries
per week would be one irained nurse-midwife with one minimally trained

acsistant.

The cost of construction for the various units needed for maternity and
family planning services in a typical province of 100, ¢00 will obviously vary
widely froni country to countiry. Construction would be simple in style and
since the need for hospital beds is small, it should not be great. One estimate,
arrived at not wholly without sorme knowledgeable advice, would be $100, 000
for the construction of all uvnits in the provincial system: the maternity section
of a provincial hospital (10 beds) at $20, 000; four district maternity health

centers (4 beds each) at $ 10, 000 each, and sixteen substations at $2, 500 each. !

Obtaining the rieeded personnel for such a service presents a twofold
problem: recruitment and training on the one hand, costs on the other. Salaries,
at least to American eyes, will be low; perhaps about $30, 000 a year for all
the provincial services in maternity-family planning care: one physician and
a fraction of the time of four others at an annual cost of $4, 000; 22 midwives
at $500 cach; 16 assistant midwives at $300 each; 6 clerks at $500 each; and
drivers, maintenance personnel, and others at a total of $5, 700, To this
annual amecunt for salaries, one muét add another item, taken here to be
$10, 000, for consumable medical supplies, food, and other commodities
for maintenance and replacement. According to these assumptions the annual
cost of running a provincial maternity-family planning program of this type,
serving a population of 100, 000, would be of the order of $40, 000 or $10 for 2

each woman delivered.

It is appropriate again to caution that these calculations are only rough
estimates, striving only for an order of magnitude, and will no doubt vary
greatly from place to place. But it is also proper to recognize that, as these
estimates are applied to national programs, a cost-diminishing factor will
come into play, based on existing facilities that do not need to be constructed
and existing staff whose salaries do not need tq be added as part of a new

budget.

Having arrived at approximate figures for costs of construction and of

annual-operation for maternal health and associated family planning facilities
in a typical unit of 100, 000 people involving 4, 000 annual deliveries, we can

simply multiply to make estimates of what it would cost to set up and serve

€8 .




Aruitoxt provided by Eric

larger units. As examples, for India, the estimated bill would be $500 million
for construction at most and $200 million for annual operation: for all of
Latin America, perhaps $ 250 million and $ 100 million, respectively. The
program of a country of 5 million population would cost $2 million a year for
operating (not including construction); a country of 25 million would cost

$ 10 million. For the entire developing world, a population of, say 2, 2 billion,
the operating cost would be $880 million annually. Because the figures used
are related to the total population of these areas and in many countries
substantial facilities for maternity care already exist, these estimates of

additional financial costs may well be excessive.

For comparative purposes, the food supplied to these countries in
recent years is of interest. The value of food shipments by the United States
under Public L.aw 480 alone over the past 5 years has been relatively stable
at about $1, 5 billion annually ; A more comi)rehensive estimate appears in
Volume II of the report of the President's Science Advisory Committee Panel
in World food Supply: in the statement, '""Under Food for Peace $2, 5 billion
of 77 i’ A4 Stntes agricultural commidities have been distributed annually to

1 areas''.

111 we stress the figure we are off ‘ng as the ccst for setting up
and operating maternity-family planning services in the developing world are
only tentative. What we may have arrived at is not a "world budget'' but an
indication of an order of magnitude of what the cost might he to set up a sys-
tem that could perhaps be in position in 10 years and which, on the basis of
theoretical reasoning and some practical experience, might be expected to
contribute greatly to the solution of two great problems - maternal welfare
and population growth. What is now neededis a detailed study of several
regions where maternity services are in various stages of development. We
need to know actual costs of construction, problems of transportation, avail-
ability of personnel, training facilities, political obstacles. The beginning
of such an investigation, in several more or less typical areas, is now being
made under the joint supervision of the International Institute for the Study of

Human Reproduction and The Population Council.

This study, we hope, may produce a blueprint for action. Such a plan
need not be exclusive, but could provide at least a central guiding line of

direction. The development of family planning programs thrbugh the
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simultaneous establishment of maternity services would then be the strategic

basis for a general plan, supplementing present efforts.

The allocation of funds for population control has not paralleled the
superlative statements made by responsible persons on the importance of
the problem. We are accustomed to hearing that modern man lives under the
two great threats of nuclear war and population growth. Predictions are freely

made as to when various regions will be facing mass starvation.

Perhaps one of the reasons for underexpenditure, in the face of the
high assessment of the urgency of the situation, is the lack of understanding
as to how money may be spent., In a programm for associating maternity
service with family planning we may have in cur hands the basic framework,
""a grand plan' for a coordinated world effort. If after some further study a
consensus can be reached that this is in fact a highly promising way in which

to proceed, the needed financial support can hardly fail to be given.

Dr Zatuchni participated in the survey resulting in Table A and we are

indebted to him for the first presentation of some of these results.
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ANNEX

A summary of the proceedings of the Expert worling group meeting on
"Family Planning in Africa: Programmes and Constraints' held in April 1970,

at the Development Centre, Paris.

Introduction:

This meeting was the first of a series currently being arranged to
examine population problems at a regional level, It was designed as a tech-
’ nical meeting between African countries that were currently embarking on
! population programmes, either officially or privately, and the non-African
agencies, both governimental and private that are currently working in this
! field in Africa. It was hoped that the meeting would enable all those interested
: in this new development in Africa to clarify the problems that face African

1

governments contemplating population policies; to conside: eds
to be done befor-e such policies can be realised and in p=a T, Wi U
policies designed to slow down the rate of population growth arc adopted,

what constraints exist on the adoption of fertility control, both at the family
and the national level. The meeting was designed as a preliminary to a further
meeting, to be held later in the year, to which only participants from African
countries would be invited and at which both the current relevance and the
long term prospects of both pro and anti-natalist population policies could be
fully examined on the basis of the technical data that the April meeting and

i
: subsequent research could provide.
|

Documentation:

In addition to the paper presented here, background information on the

Demographic situation in Africa was provided by the UN Economic Commissior:

O
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for Africa, Summarie:ss of current government attitudes and of the family Plan-

ning situation in African countries to date wera provided by the Secretariat.

The United Nations Family

Representatives of various United Nations agencies gave information
about their mandates and the scope of current act’vities in family planning
in Africa. Of particular importance were considered the rapid expansion of
the Economic Cummission for Africa's work programme, thanks to additional
financing by the UN Fund for Population Activities. Further developments
depended on the requests made to the Tund, which was in a better position to
help quickly and flexibly than most cth=r aid a.vailablé through the UN. A
comprehensive paper from WHO slk.owed how its approach, which centred
on the inclusion of family planning in “asic health services, meant that in
Africa the basic health infrastructur: had to be expanded before family plan-
ning could effectively be introduced.

\n

The Recipient Countries

Family Planning programmes and constraints. The meeting concentrated
on five countries in particular: the UAR, Kenya and Ghana, Nigeria and
Algeria, As far as family planning aid was concerned the key problems
remain as lack of continuity, the problem f earmarking grants for specific
projects, the problem of ‘strings attached', and th difficulty of getting aid in
local currency. The UAR's experience showed tl.at support for private orga-
nizations in countries with national programmes has to be carefully coordi-
nated to avoid duplication and muddle. Kenya's experience showed the danger
of relying too much on external financing which could undermine the need for
national urgency and committment to the programme, and showed that even
in a country with a well developed health service, the main obstacles to
developing a farmily planning programme were shortage of trained staff and the
overwhelming demands made by preventive and curative medicine on available
resources. Much interest in Ghana's programme centred around policies
complementing family planning such as restrictions on pro-natalist benefits
and migration, Nigeria felt other aspects of reconstruction and development
deserved higher priority than family planning at this time, and Algeria went
further in suggesting that the only way to succeed was to concentrate on
economic and social development, and tr 't fertility. control was a result of

development.
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The Donor Agencies

The International Planned Parenthood Federation has a particularly
useful role to play in Africa at this time as ii operates through the local
indigenous Family Planning Associations which are beginning to create a
favourable climate towards family planning in many African countries and
setting up clinics and services at a titne when Sovernmerts are not yet in a
position to do so, and are still considering the need for population policies.
Amongst the Government Agencies, US AID and SIDA (Sweden) are actively
supporting both government and non-gover."mental organizations over a wide
field of activities in population, as were the Netherlands government in
Kenya and Tunisia, and Denmark in the UAR. Other governments, such as
the UK, the German Federal Republic Japan and Norway also support multi-
lateral programmes such as the UN or IPPF giving assistance to Africa in
the population field. Amongst the private agencies, the Ford Foundation,
the Population Council and the Pathfinder ¥Fund have wide-spread programmes
of support. A background document has been prepared by the OECD Develop-
ment Centre giving details of the current extent of aid in population in Africa,

together with a summary of the mandates of these agencies and the type of

assistance they are able to provide.

Surmmary

The discussions raised many points of interest, for countries which
have decided either to set up government sponsored family planning prograrmm-
mes or to permit or encourage voluntary programmes. Among them the follow-

ing are of particular importance:

1) The role of voluntary associations in arousing interest amongst the
people of the country and preparing the way for Government consid-

eration and adoption of a population policy.

2) The necessity of developing the basic health services, without which

family planning cannot progress.

3) A suitable climate for ideas of planning the family to take root can
only be created within the context of an overall plan for creating a
modern society by the promotion of economic and social development.
Family planning is only a part of the development process and cannot

flourish unless that process is taking place.
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4)

5)

Six fAfrican governinents ar w committed to policies of reducing
the rate of population growth, and a further sixteen show an interest
in this or in promoting family planning as a health measure. It was
emphasized that when decisions were made, and policies adopted,
that they should be taken by that country of its own accord and not

taken as a result of pressures from outside.

Theprinci'pa,l role of those outside Africa who are concerned with
Africa's population problem is to provide help on request. This can
be either assistance in providing the factual basis on which African
Governments can make their own decisions, or, when those decisions
have been made, assisiance to help them to achieve the results they

consider necessary.
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